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A CASE OF BILATERAL CEREBRAL DISTURB. 
ANCE OF HEARING WITH APHASIA. 


By Dr. GEORGE BOENNINGHAUS, BRESLAU. 


Translated from Zeitschr. f. Ohrenhlk., Vol. XLIX., 1905, German Edition 
of these ARCHIVES, 


PATIENT forty-five years of age was suddenly taken 
ill in 1902 while enjoying perfect health. During a 
walk he suddenly experienced a peculiar sensation in his body, 
the ground seemed to sway, and he hurried home in extreme 
fear. There it was at first supposed that he had gone insane. 
The physician determined that the man was mentally sound 
but had become totally deaf so that he did not perceive 
even the loudest noise. In addition he had lost the power 
of speech and was able to make only unintelligible sounds. 
In the absence of symptoms of paralysis, especially of the 
tongue and of the face, the right diagnosis was immediately 
made, apoplexy of the hearing and speech centres. In the 
following weeks the speech improved, until to-day he can be 
understood, though with difficulty. He is apt to make 
mistakes, repeats words, employs false vowels, and is very 
apt to forget syllables. Reading is performed in the same 
way. Writing is very much less disturbed, while copying is 
unaffected. 

The hearing began to improve aftertwo months. To-day 
each ear is able to hear the conversational voice. He does 
not perceive the tick of his watch, but perceives the winding 
of the watch. Crepitation of paper is heard; writing on a 
slate, the jangling of keys, the clapping of hands, whistling, 
the bells of the electric tram, are all heard, though feebler 
by the left ear than the right. The tone series is not heard 
on the right side below H, while it is heard until a’ on the 

517 





518 George Boenninghaus, 


left side. The upper part is heard by both ears without 
any defects. Bone-conduction is lost. The drum-head 
and middle ear are unaffected. 

Notwithstanding this relatively good hearing, the patient 
does not understand anything. Whether he is spoken to or 
one whistles, whether the hands are clapped, the tuning. 
forks vibrated, the door bell rings, or a dog barks—all these 
produce the same unintelligible noise. Naturally he has no 
understanding for music. He is unable to designate the 
number of syllables in a word or to tell the beat of music. 
The intellect is fully preserved. The man is educated and 
has always been well acquainted with what is going on in 
the world. On account of this defect in hearing and in 
speaking it is, of course, impossible for him to associate 
among strangers. 

As regards the disturbance of speech the patient evidently 
suffers from sensory aphasia—that is, psychic deafness asso- 
ciated with paraphasia. Wernicke has told us of the seat 
of this disease. It is situated in the area of the left first 
temporal convolution. In man this is the centre of sound 
memories, and the impulse passes from this point to the 
motor speech centre of Broca in the left third frontal con- 
volution, which in turn causes the speaking muscles to re- 
ceive the proper innervation in order to perform their com- 
plicated functions. Therefore in diseases of the sensory 
speech centre, not only is the understanding for speech 
affected, but the speaking is incorrect. Presumably the 
focus has left a part of the speech centre uninvaded, because 
the patient is still able to speak—a cortical focus. The 
focus must, however, extend to the medullary radiation 
which passes to the sensory speech centre, because conduc- 
tion from the ears to the preserved part of the sensory 
speech centre is interrupted—a sub-cortical focus. This 
combination of affected areas is the usual one in aphasia 
(Sachs). 

The disturbance of hearing, of course, is of greater interest 
to us than the disturbance of speech. The patient became 
totally deaf for two months in both ears after an apoplexy 
in the left temporal lobe. How can this be explained? I 
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think as follows: In 1897, seven years ago, five years pre- 
ceding this apoplectic insult, the patient suffered from a 
stroke of apoplexy. The left half of the body was com- 
pletely paralyzed for two hours, though the function re- 
turned afterafewdays. A remnant of the paralysis persists in 
a slight drooping of the left angle of the mouth. The left 
half of the body was then completely anesthetic and even 
to-day objects are perceived with difficulty by the left hand 
and only after prolonged palpation, while the right hand 
isnormal. The prick of a needle is not perceived on the 
left side as painful. The apoplectic lesion must have been 
situated in the right internal capsule, though it is impossible 
to say how far it extended in the medullary radiation and 
into the temporal lobe. The motor tract was affected by 
distant action because the paralysis rapidly disappeared. 
The main lesion was in the sensory tract. In this the tract 
for the sensations of the skin was only permanently damaged 
in part. The right auditory tract must have been com- 
pletely destroyed, because this explains that after the second 
apoplexy the patient was totally deaf fortwo months. This 
is also made probable because after the second apoplectic 
insult the sensory speech centre and the entire left temporal 
lobe were rendered functionless by distant action. The 
partial reappearance of hearing can be explained because 
the left temporal lobe recovered on the establishment of 
the collateral circulation. Theapoplectic lesion must to-day 
be limited to a part of the sensory speech centre and to a 
part of the rest of the left temporal lobe, which, just as the 
right, simply serves for purely physical hearing. 

This case is, therefore, an addition to the few reported 
cases of focal disease of both temporal lobes and of both 
auditory tracts. I was able to find only four similar cases in 
literature. These are the cases of Wernicke and Friedlander, 
Kahler and Pick, Shaw and Mills, collected by Bastian. 

Our case is, however, of value from another point, because 
it seems to support the view that the auditory nerve of each 
side is in connection with both temporal lobes, and that 
means that the auditory nerve, like the optic nerve, only 
partially decussates. The proof for a total decussation has 
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been furnished by the physiological experiment on the audi- 
tory nerve in the dog. Munk has destroyed the right tem- 
poral lobe and the right labyrinth in the dog. The dog 
thereupon became totally deaf. This can only be explained 
by assuming a complete crossing of the auditory nerve in 
the dog, for if the decussation was only partial, the experi- 
ment would have destroyed the connection between the 
right temporal lobe and the left ear, and the left temporal 
lobe and the right ear. It would also have been lost by 
destruction of the connection between the right labyrinth 
and the left temporal lobe. The undivided connection 
of the left temporal lobe with the left ear would have 
remained intact, and the dog would not have been perfectly 
deaf. An observation of Kaufmann’s is cited to prove the 
total decussation in man. A woman seventy-nine years of 
age suffered from an apoplexy, and thereafter could not hear 
the watch on the opposite ear. The aural examination is, 
however, so incomplete that this case cannot be regarded 
as conclusive. 

As a proof for the partial decussation in man we have, first 
of all, the anatomic course of the auditory tract. It is 
known that the cochlear nerve, when it has reached the 
ventral auditory nucleus in the medulla oblongata, in great 
part crosses the middle line to approach the upper olive on 
the opposite side, the crossed posterior corpora quadri- 
gemina, and then passing through the internal capsule and 
medullary radiation to the temporary lobe of the opposite 
side. We also know that from the ventral auditory nucleus 
a small part of the auditory nerve passes on to the uncrossed 
upper olive. The continuation from here to the uncrossed 
posterior corpora quadrigemina has been proven, though 
only very few fibres have been discovered in this region. A 
further proof is furnished by the fact that a man, though he 
only understands words which he hears by his left temporal 
lobe, nevertheless hears speech with both ears. In other 
words, the left temporal lobe is in connection with both 
ears. It may, however, be objected that this does not show 
a direct communication of the left ear with the left temporal 
lobe, because the connection of the left ear with the left tem- 
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poral lobe might take place from the left or right temporal 
lobe commissural fibres through the corpus striatum to the 
left temporal lobe. Our case seems to prove that the left 
ear is in direct communication with the left temporal lobe so 
far as a Clinical observation can be of value. It is certain 
that the communication of the left ear with the right tem- 
poral lobe in our patient has been permanently destroyed. 
The patient must, therefore, if his auditory nerve had totally 
decussated, have been completely deaf in the left ear since 
1897. But this is not the case, because he still has consider- 
able hearing with that ear. It is unquestionably poorer than 
in the right side. This is explained because the left tem- 
poral lobe, which is alone suited for hearing, is in a weaker 
anatomic relation with the left ear than with the 
right. 

Our case has shown that an important centre in the brain 
may have been completely destroyed without causing per- 
manent symptoms of its defect. Our patient was very 
intelligent, and after the first apoplectic lesion, which in- 
jured the right temporal lobe, did not observe any diminution 
of the hearing, whether on one side or the other. This is 
probably correct, for both ears were connected with the left 
temporal lobe. But when the hearing on the left side was 
diminished, this does not need to have been so marked as to 
have been noticed by the patient, and those surrounding 
him. As an analogy for this remarkable condition, we look 
in vain for a lesion in the visual centres, because the hemi- 
anopsia which appears after a lesion in the visual centre is 
immediately noticed by the patient. But pseudo-bulbar 
paralysis furnishes us with an analogy, a disease which is 
produced by a bilateral lesion of the third frontal convolu- 
tion and the surrounding parts of the central convolution, 
namely, the centres which innervate the speaking 
muscles. 

If an apoplectic lesion occurs in the right motor speech 
centres, the left angle of the mouth will droop for a short 
time, but then there is no defect visible, because the left 
centre, on account of its bilateral distribution to the speech 
muscles, can serve both sides. If, however, the patient 








522 George Boenninghaus. 


should later suffer from another lesion in the left speech 
centre, then the entire speech muscles are paralyzed, as 
occurs gradually in the later stages of the true chronic 


bulbar paralysis. 











ON THE SO-CALLED CYCLIC COURSE OF ACUTE 
OTITIS MEDIA. 








By Proressor O. KOERNER. 


Translated from the Zeitschr. f. Ohrenhlk., Vol. XLVI., 1904, German 
Edition of these ARCHIVES. 







AUFAL has stated that the course of an acute otitis media 

is a typical one and corresponds to the cyclic develop- 
ment of the pathogenic agent. When the parasite has reached 
the full point of its development—that is, when the medium 
is exhausted, similarly to pneumonia there is a resolution of 
the inflammatory process characterized by a sudden critical 
diminution of temperature. This natural course should 
not be disturbed by paracentesis. I have never observed 
in an uncomplicated case of otitis media high temperature 
lasting several days with subsequent sudden drop as occurs 
in pneumonia. Heine also reports that he has never ob- 
served this cyclic course of a middle-ear suppuration. It 
therefore seems probable that this pneumonic temperature 
curve if it occurs in an otitis is not caused by the otitis but 
by a complication such as a pneumonia focus. 

It has long been known, and Preising has recently again 
drawn attention in his classical paper to the fact, that 
pneumonia occurs with otitis very frequently in childhood 
and almost constantly in nurslings. It is very easy to over- 
look these pneumonias as there is usually only a small area 
involved, which remains undiscovered from absence of 
cough, expectoration, pain, and dyspnoea. The examina- 
tion of the lungs does not reveal this area unless it should 
be situated near the thorax wall. 
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While I have never observed a pneumonic temperature 
curve in uncomplicated otitis, in the few cases of otitis with 
such a curve which have been under my care I have always 
discovered a more or less latent pneumonia. We must 
assume, therefore, that a high fever lasting several days 
with a sudden critical fall in otitis depends upon a simul- 
taneous pneumonia. Then the theory of the cyclic course 
of an otitis is robbed of its foundation and the subsequent 
treatment of Zaufal loses its important theoretic support. 
The following are three cases of otitis media with a simul- 
taneous pneumonia which at the beginning was latent : 


CasE 1.—H. D., seven and a half years old, was taken ill on 
March 1ogth, without known cause with pain in the ears and 
fever. Four days later on admission the drums were injected, 
lack-lustre, and bulging. T. 39.8°. A paracentesis evacuated a 
serous fluid. The temperature then fell to 40.5°. As the 
perforation seemed to be large enough to permit the escape of 
the serous discharge, another cause for the fever was looked for, 
and in the lower lobe an area was found as large as a dollar with 
distinct crepitant rales. There was no coughing. The tempera- 
ture remained high for two days and then suddenly dropped to 
normal. On the 3oth of March the patient is cured and the ears 


are normal. 


In this case the pneumonia would not have been observed 
if it had not been carefully examined for; the otitis would 
have been held responsible for the fever. 


CasE 2.—F. S., ten years old, was taken iil on January 18th, 
with pain in the left ear and fever, and admitted two days later. 
T. 39.4°; left drum without lustre, thickened, flattened, and 
somewhat injected. Paracentesis evacuated no exudate. The 
lungs were examined and found normal. The pain in the ear 
was relieved. On the following day, T. 40.4°. On the left side 
between the scapula and the spinal column bronchial breathing. 
The temperature remained up for two days and then fell to 
normal. In the area of the bronchial breathing there were 
crepitant rales and some coughing. On the tenth day he was 
allowed to go home with a healed drum. 


In this case the pneumonia might easily have been over- 
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looked. The symptoms and the picture of the drum 
seemed to be those of a severe otitis, but the paracentesis 


showed otherwise. 


CASE 3.—F. B., seven years of age, suffered from pain in the 
ear and fever on February 9th. Two days later he was admitted 
to the ear clinic. TT. 40.4°. The left drum is pale, clouded, 
bulging. No details. Paracentesis evacuated a slight serous 
discharge. The membrane is very much thickened. That 
evening the temperature had not dropped. The lungs were 
examined and bronchial breathing was found to the left of the 
spinal cord. There is nocoughing and no pain in the side. On 
the fifth day there was a dry cough with superficial breathing. 
An extension of the pneumonia to the right lower lobe accounted 
for this aggravation. On the eighth day the temperature fell by 
crisis from 40.7 ° to 36.2° and then to normal. Notwithstanding 
the unusually thickened drum from inflammatory infiltration and 
the severe pain in the ears and the slight stupor, the otitis proved 
to be mild on paracentesis and in its subsequent course. 


The pneumonia might here also have been overlooked 
until its extension to the other lobe and the onset of the 
cough with difficulty in breathing. 





EXOSTOSES AND HYPEROSTOSES OF THE EAR 
CANAL AS A CAUSE FOR SEVERE 
PURULENT OTITIS. 


By Dr. MEYER, HANovER. 


Translated from Zeitschr. f. Ohrenhlk., Vol. LI., 1906, German Edition of 
these ARCHIVES. 


HE formerly accepted statement that hyperostoses 

of the canal occur after middle-ear diseases has 
recently been opposed by Koerner. The opposite condition, 
namely, that occluding exostoses can produce middle-ear 


disease, is not mentioned in literature. Mention is oc- 
casionally made of a collection of desquamated epithelium 
occurring in the canal between the exostosis and the drum, 
which gives troublesome symptoms but does not disturb 
the hearing. These retention masses may exert so severe 
a pressure on the drum as to destroy not only the drum 
but the ossicles and cause them to completely disappear. 
This, if an infection should supervene, would seriously 
threaten the life of the patient. 

A patient nineteen years of age has suffered for at least 
eleven years from an occluding exostosis in the right canal. 
This had produced no symptoms suggestive of severe disease 
of the middle ear. A short time before admission he com- 
plained of deafness and headache. The right canal was 
completely occluded by a hard subcutaneous tumor arising 
from the lower and posterior wall of the canal. The tumor 
extends very much more external than usual. There are 
no symptoms of inflammation. Hearing for whisper re- 


duced to 20-70cm. At operation unusually extended de- 
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struction of the middle ear was found. On detaching the 
auricle directly below the temporal line there was a depression 
in the bone filled with connective tissue. The tumor could 
then be palpated. It begins at the level of the porous 
acusticus externus and springs from the lower and posterior 
walls of the bony canal. The tumor is easily removed after 
breaking through its attachments. Behind the tumor the 
canal is filled with detritus. The drum and the ossicles are 
absent as well as the outer attic wall. The tympanum con- 
tains detritus. The antrum is small and filled with granu- 
lations. 

In the subsequent course between the third and fourth 
week symptoms of pyzemia developed which led to another 
operation, when a small fistula was discovered extending to 
the sinus. This part of the case will not be described further 
as it will be subsequently published under another heading. 
It is remarkable that these severe disturbances of the middle 
ear and temporal bone caused such slight symptoms. The 
active infection probably only occurred in the last few days. 
The indication for operation was the complete closure of the 
auditory canal and pronounced deafness. 

The second case was that of a woman thirty-eight years 
of age who presented large exostoses in both auditory 
canals. These had existed for at least eight years without 
causing any symptoms. A short time ago the patient 
noticed a diminution of her hearing and a slight discharge 
from her left.ear. This led her to consult an aurist who 
discovered hyperostoses in both canals arising from the 
posterior and the anterior walls. These tumors met in the 
lower half of the canal, leaving a small oval opening above. 
This led to a narrow tract going forward through which 
nothing of the drum was visible. This passage is filled with 
moist detritus. The hearing is reduced one half. Examina- 
tion with the tuning-fork showed a sound-conducting lesion. 
On irrigating the canal with a tympanic canula the irrigating 
fluid entered into the nose. As there was no history of any 
inflammation in the ears, it must be assumed that the 
accumulations of epidermis behind the hyperostoses had 
gradually destroyed the drums. The treatment consisted in 
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daily irrigation, which was followed by the use of alcohol, 
The condition in the left ear improved. | In the right, how- 
ever, the mucous secretion did not cease and there was 
tenderness over the mastoid. One year later the simple 
mastoid operation was performed. 

On opening the antrum there was moderate disease. 
The hyperostosis was not removed. This was followed by 
healing up. The ear canal is dry and free from detritus, a 
condition which has persisted until the present time. 





HERPES OF THE AURICLE WITH NEURITIS 
OF THE FACIAL NERVE. 


By Dr. T. SARAI, JAPAN. 


Translated from Zeitschr. f. Ohrenhik., German Edition of these ARCHIVES, 
Vol. XLVI., 1904. 


HE simultaneous appearance of a vascular eruption. in 

the auricle and paralysis of the facial nerve has not 

been frequently noted. The only otologists who have re- 
ported observations of this occurrence are Gruber and 
Politzer. Their reports have, however, not become well 
known because in the recent books and in Blau’s Eucyclo- 
pedia facial paralysis as a complication of auricular herpes is 


not mentioned. 

The observations of these two authors showed that in 
these two cases it was not an accidental appearance of a 
facial neuritis and herpes of the auricle, but the two condi- 
tions were associated. This latter supposition is made prob- 
able by the following case. 


A. C., twenty-four years of age, suddenly was taken with 
severe pain in and in front of the left ear, on October 1, 1902. 
On the following day there was a left-sided facial paralysis. 

On October 4th the following conditions were noted : paralysis 
of all branches of the facial nerve; loss of taste in the anterior 
third of the left half of the tongue; position and motility of the 
palate normal. In the left conchal cavity there were a number 
of small vesicles with clear contents on a red and swollen base. 
There was a painful swelling of a gland in the left retro-maxillary 
fossa; canal, drum, and hearing normal. The pain is still 
present. ‘The patient is unable to say exactly when the vesicles 
as she has kept her ear wrapped up since the onset of 
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the pain. At first the temperature was somewhat elevated, but 
it has since become normal. The vesicles healed in about 
thirteen days without any new eruptions. The pain ceased on 
the second day of treatment. The facial paralysis, notwithstand- 
ing electric treatment, did not disappear before the fifth month. 


Politzer in the third edition of his text-book says, on p. 167: 
“ Occasionally together with eruptions there is a paralysis 
of the facial nerve on the same side, as I have had oppor- 
tunity of observing in a number of cases. Remaining 
neuralgias, as are common after intracostal herpes, have 
come to my notice in only one case, in which the pain dis- 
appeared several weeks after recovery.” 

Gruber’s case is reviewed in Blau’s Year Book. 


An anemic patient thirty years of age suffered with severe 
pain in the left half of the forehead three days ago, then in the 
auricle, which became swollen, and two days later the face be- 
came twisted. Examination showed that the anterior surface of 
the auricle was swollen, red, and hard, In the concha there was 
a group of small, dark-blue, serous vesicles. Those near the 
canal contained pus. Its posterior wall and the drum were in- 
flamed ; total left-sided facial paralysis. On the following day 
the pain had disappeared after placing a solution of 5% cocain on 
the vesicles, but a new eruption had taken place on the antihelix 
The aural condition healed in two weeks. The facial paralysis 
disappeared almost completely in six weeks. To explain these 
cases we naturally turn to the herpes of the intracostal nerves. 
This is generally assumed to be a trophic disturbance by neuritis 
of the diseased nerve or its intravertebral ganglion, but in these 
cases the vesicles were not situated in the area of the facial 
nerve but in that of the auriculo-temporal. Presumably this was 
a primary neuritis of the auriculo-temporal nerve which some- 
times is followed by herpes and in other cases communicates by 
anastomoses with the facial. 


After completion of this article, a study of the literature 
has shown us that some other cases of auricular herpes with 
facial paralysis have been described. In addition, recently 
another case has come under our notice in which the herpes 
was followed by paralysis of the facial and of the auditory 
nerve as well. 











REPORT OF A CASE OF PURULENT MENINGITIS 
FOLLOWING RADICAL MASTOID OPERA. 
TION.—RECOVERY AFTER OPERATIVE IN. 
TERFERENCE. 








By R. JOHNSON HELD, M.D., ann 5S. J. KOPETZKY, M.D., 
New York. 








R. R., female, aged three years, appeared at the Manhattan 
Eye, Ear, and Throat Hospital on December 13, 1904. Her 
family history was negative. 

She never had any of the diseases of childhood and always 
possessed good health until December, 1903, when, following an 
attack of acute coryza, the right ear began to suppurate. Six 
months later otorrhoea appeared in the left ear. Since that time 
until her appearance at the hospital both ears continued to dis- 
charge, and because of this, and the foul odor of the discharge, 
the patient was brought for treatment. 

The examination of the right ear evidenced the external audi- 
tory canal excoriated, the discharge foul-smelling. When this 
was cleaned away a thickened, swollen drum came to view, bear- 
ing a large perforation in its antero-inferior quadrant, The end 
of the hammer handle had disappeared through necrosis. Ex- 
amination of the attic gave evidence of extensive necrosis and the 
presence of granulation tissue. The right ear, upon examination, 
was found to be in the same condition as the left, but the involve- 
ment was apparently of a lesser degree. A larger perforation 
was situated in the postero-inferior quadrant, but the ossicles 
were intact, Necrosis was demonstrable in the attic, and con- 
siderable inflammatory granulation tissue was evident, 

Bacterially, a smear made from the ear discharge showed a 
mixed infection, staphylococci and streptococci predominating, 

The rhino-pharyngeal space was normal, 
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The patient was put under the usual rational treatment, and kept 
under observation, No apparent improvement setting in after 
four months, operative procedures were instituted, On April 29, 
1905, the usual radical mastoid operation was performed upon 
the right side, 

Considerable necrosis of the walls of the aditus and of the teg- 
men antri, besides the usual amount of cell detritus and granula- 
tions, was found, Removing the necrotic tegmen antri, an area 
of dura, about one centimetre in diameter, was uncovered. The 
exposed dura showed healthy and was left undisturbed. Vo pus 
was found between dura and bone. 

Because of the exposure of the dura, no flap was made at this 
time the post-auricular wound, being kept open, was lightly 
packed and external dressings applied. 

Bacterial examination of some of the wound scrapings showed 
a mixed infection of staphylococci and streptococci. 

Excepting a reactionary temperature of 1013° F, immediately 
after operation, the recovery proceeded without noteworthy inci- 
dent. May gth the plastic flap was cut and the wound sutured 
May rogth witnessed the removal of the bandage, and on May 25th 
the patient was discharged from the hospital. Nine weeks later 
the patient’s right ear was pronounced cured, dermatization hav- 
ing been completed, and the ear found to be absolutely dry. 

Meanwhile, both during the patient’s sojourn in the hospital, 
and during the post-operative period, the left ear had received 
careful attention, and had seemingly yielded to treatment, so 
that when the child left for the country only a slight discharge 
was evident from this ear. Instructions were given to continue 
treatment for this, until further report. 

No chance was afforded to see the child again until four 
months later, when examination revealed the right ear healed, but 
the left (which had probably been neglected meanwhile) was sup- 
purating, and evidenced an advance in the amount of necrosis. 

Here, too, the radical operation was suggested and agreed upon 
by the parents of the patient, but unfortunately was necessarily 
postponed because of an attack of scarlatina to which the child 
was subjected at this time, and it was not until March 13, 1906, 
that the radical operation was performed on this side. At this 
operation the usual findings were made. Antrum and mastoid 
cells were filled with detritus and granulations, the attic wall was 
necrotic, and the tegmen over the entire antrum and aditus, 
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extending to the epitympanic space, was absent, disintegrated by 
the necrotic process. 

The exposed dura, in area 1y,by } cm, was covered with small 
granulations, and looked darker than the normal. Mo pus was 
found in this region, and nothing indicated interference with 
the dura. 

The post-auricular wound was left open, cleansed, and lightly 
cked. 

Fear being entertained of an atresia of the external auditory 
il, it was split, and the edges of the canal-cut tamponed 
back. Scrapings from the mastoid gave a mixed infection, 
staphylococci predominating with some streptococci. 

For a week following the operation nothing out of the ordi- 
nary was noticeable. The first dressing was undertaken on the 
sixth day ; the wound found healthy and clean. At subsequent 
changes of dressings nothing was noteworthy except that healing 
granulations appeared rather slow. On April 8th the child was 
sufficiently improved to leave the hospital, and for two weeks 
thereafter appeared daily for dressings. Recovery proceeded 
slowly, but steadily. Occasionally some discharge from the 
middle ear was evident at the change of dressings. 

On May 8th, when the child appeared at the clinic, the mother 
reported a restless night having been passed, and that the 
child had been unaccountably restless and irritable. The dress- 
ing showed nothing unusual in the wound. The following night 
the child cried considerably and was very restless, and vomited. 
The mother reported the child as having been feverish. For 
forty-eight hours longer the child was left in the mother’s 
charge, but the symptoms became more marked, a slight retrac- 
tion of the head becoming noticeable, and for the better super- 
vision and observation of the case the child was re-admitted to 
the hospital on May 11, 1906. 

Status on Admission: The head was markedly retracted. The 
pupils were dilated, and the right eye deviated slightly outward. 
The patient was restless and cried considerably. The tempera- 
ture was 102.4 °° F., pulse 144, respiration 75. 

Immediately upon admission the dressings were removed and 
careful local examination instituted. Considerable pus was 
found in the wound cavity and dressings. The wound itself was 
covered with fairly healthy granulations. The dura was blank- 
eted with thickly sprouting granulations of a dark color, the 
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whole bulging into the wound cavity. Pulsations of the dura 
were absent. 

To assist diagnosis, a lumbar puncture was made, the blood 
examined, and the condition of the eye fundus inquired into. 

The examination of the spinal fluid by the hospital pathologist 
showed it to flow with but slight increase of pressure, and to 
contain principally pus, and a large quanity of extracellular 
diplococci which, however, decolorized by Gram’s method, 
although they appeared like pneumococci (Zabriskie). 

The blood examination revealed: 

Hemoglobin 
Erythrocytes 5,693,963 
Leucocytes 
Differential count: 
Large mononuclear lymphocytes 
Small 2 ™ 
Polynuclear neutrophiles 
Mononuclear leucocytes.... 
Transitional forms 

The eye fundus evidenced unmistakably double choked disk, 
with decided swelling at the margin of the optic papilla. 

The results of these examinations, taken in connection with 
the clinical picture which had meanwhile developed—the head 
retraction more marked, the divergence of the eyes very evident, 
the stupor and somnolence, with fever,—made for a diagnosis of 
purulent otitic meningitis. 

During the next twenty-four hours the clinical picture fully 
developed. The temperature remained high, ranging from 102° 
to 103 ° F., and after consultation, a hopeless prognosis having 
been given, it was decided to make an exploratory operation to 
drain the interior of the dura, and, if possible, afford an outlet 
for the accumulating purulent exudate. | 

On May 12th the patient was operated upon, up to the time 
of operation having been in a condition of stupor or uncon- 
sciousness for twenty-four hours. The old mastoid wound on 
the left side was first carefully curetted and enlarged, the mas- 
toid cavity cleansed of granulations, and the surface of the dark- 
ly discolored and bulging dura cleared of all granulations. This 
accomplished, the lower portion of the squamosal plate of the 
temporal bone was removed, making an opening 3 by 34 cm. 
Through this opening the dura evidenced dark and congested. 
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Considerable bulging was evident but no pus was seen between 
dura and bone. 

The dura was then incised by a horizontal incision extending 
the entire length of its exposure, along the lower and external 
edge of the bone wound. Immediately upon opening the dura 
purulent fluid escaped, in amount, estimated, from one to two 
drams. Unfortunately, because of the suddenness of its appear- 
ance, none of this fluid was preserved for subsequent examina- 
tion. The brain substance immediately protruded in the wound, 
and was found soft and friable. The wound was then flushed 
with very hot saline solution, and the brain substance as far as 
could be reached was carefully wiped, the brain was lifted up- 
ward gently, and wiped underneath, and a strip of plain gauze 
was introduced between the brain-base and the dura, downward 
toward the interior of the skull. The gauze was kept in one long 
strip, the end of which protruded and was finally taken up in the 
outside dressings. 

The mastoid cavity was also washed, wiped, and dressed, and 
the external dressings applied. 

The only part of the technique to which we wish to call atten- 
tion was the frequent flushing of the entire operative field with 
very hot saline solution, it being our intention to keep the exposed 
brain tissue continuously hot. 

The next morning the temperature rose to 105°, pulse 170, and 
respiration 80. Restlessness and lack of sleep persisted, neces- 
sitating the administration of opiates. 

On May 14th the left ventricle was entered by means of a 
Quincke needle and canula, and about a dram and a half of 
purulent fluid removed. Lumbar puncture was now undertaken 
as a therapeutic measure, and about 4occ of a grayish-white, 
turbid fluid withdrawn. Microscopically this contained, besides 
numerous red blood cells due to a fault of technique, predom- 
inating polynuclear leucocytes, with a few small round cells and 
an occasional epithelial cell. The cells numbered 410,000 to the 
cubic centimetre in the following proportions : 

Polynuclears 
Small mononuclears 
Endothelial....... 

Bacterially the fluid contained a few diplococci intracellulares, 
about three or four in twenty microscopic fields. Cultures, how- 
ever, gave a mixed infection, the bacteria present being diplococci 
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and staphylococci, the staphylococci overgrowing the diplococci 
in the last set of cultures. The first set and the smear gave a Gram 
negative, intracellular diplococci present in moderate quantity. 

Following the lumbar puncture a distinct improvement was 
noticeable. The respiration fell to 24-30 and the pulse to r20- 
140, and the temperature curve from 101.6°-103.2° F. Sleep was 
quieter, but restlessness was still marked. 

On May 16th another lumbar puncture was made and 3occ of 
grayish fluid withdrawn. Its examination evidenced polynuclear 
leucocytes predominating, and some endothelial cells present. 

The formed elements numbered 330,000 to the cubic millimetre. 


Polynuclear leucocytes 
Mononuclear leucocytes and lymphocytes. 
Endothelial cells 


Bacterially there were mostly staphylococci, but some diplococci 
which were not intracellular. The culture from this fluid gave a 
pure culture of staphylococci. 

The patient’s condition improved during the next two days, 
the temperature dropping to between gg.6° and r1o1.8°, the pulse 
ranging from 100 to 140, and the respirations from 26 to 30. 
Restlessness became less marked and sleep more natural. Ad- 
ditional nourishment was now given and retained. 

Lumbar puncture was again performed on May 18th and this 
time 35¢c of a clear, limpid fluid was withdrawn containing a very 
small amount of white sediment, some blood, but no coagula. 

Now lymphocytes predominated in the cellular content, many 
polynuclear leucocytes were present, and a few endothelial cells. 
In number the formed elements were 295,000 to the cubic centi- 
metre, as follows : 


Polynuciear leucocytes... .ccesscccsees 
Polynuclear lymphocytes.......... , 
Endothelial cells iis Reick 
A good many amylaceous bodies were found in the fluid and 
a moderate number of red cells. 
Bacterially, a smear made from the sediment showed a very 
few small cocci, some single and some arranged in pairs, zone 
intracellular. Cultures made in different media gave pure growth 


of staphylococci. 
The eye fundus still evidenced choked disk, but the swelling 


of the margin of the optic papilla was less marked. 
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Decided improvement of the retraction of the head became 
evident, restlessness was still present but less marked, and, gen- 
erally speaking, improvement continued. 

[he first dressing was undertaken on May 23d, nine days after 
operation. The gauze drain was removed from the cranial 
cavity. The wound looked healthy and was covered with clear, 
clean, healthy granulations. The dura, while thickened, was 
taking upon itself a lighter color and appeared only slightly 
congested. At this period the temperature ranged near the 
hundred mark, the pulse varied from 106 to 130, and the res- 
piration between 24 and 30. 

From this time on improvement progressed slowly and gradu- 
ally. The intelligence cleared, the temperature gradually came 
to the normal, nourishment was increased in amount and re- 
tained ; the rigidity of the spine and the retraction of the head 
disappeared, the eye fundus cleared—in full, the case became 
entirely well so far as the meningeal symptoms were concerned. 

Locally some trouble was experienced in the wound because 
of a protrusion of brain substance through the dura. This was 
carefully pushed back by gradually increasing pressure exerted 
by the external dressing and packing until finally the protruded 
brain substance was pushed back into the cranial cavity. The 
mastoid wound meanwhile healed, until to-day it is dry, pre- 
senting only a very small post-auricular opening which at any 
future time can be closed by proper plastic procedure. 

The child was discharged from the hospital on July 8, 1906, 
because of phlyctenular keratitis due to hospital confinement, 
and is still reporting at the clinic for observation once weekly. 


Aside from the results obtained by the radical measures 
instituted, this case presents three interesting factors: 

(1) The question of diagnosis. 

(2) The results obtained from lumbar puncture influencing 
the prognosis. 

(3) The surgical measures to combat the accumulation of 
purulent exudate in the arachnoidal spaces, together with 
employment of lumbar puncture as a therapeutic agent. 

Many clinicians never differentiate between a purulent 
meningitis and the epidemic form of cerebro-spinal menin- 
gitis, the clinical picture being about the same in both forms. 
In fact Councilman (Four. A. M.A., April 1, 1905) holds that 
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the acute type of meningitis, wherever primary, is more 
generally due to the intracellular diplococcus than is sup. 
posed. Purulent otitic meningitis, a distinct type of puru. 
lent meningitis, is that intracranial complication of either 
acute or purulent mastoiditis which we, as otologists, most 
frequently meet. 

A glance at the clinical picture evidenced by the above 
history left very little doubt in the minds of those who saw 
this child at the time of her illness as to the diagnosis ; 
and the examination of blood evidencing a pathological 
polynuclear leucocytosis, the early presence of choked disk, 
the bacterial findings in the first lumbar puncture under. 
taken, and the examination made by the pathologist of the 
hospital—showing extracellular diplococci appearing like 
pneumococci—would ordinarily be evidence enough upon 
which to base the diagnosis. K6rner, Macewen, and many 
other clinicians base the opinion as to the type of men- 
ingitis present in a given case upon the origin of the 
infection. 

The story of the findings at the operation on the mastoid 
of the left side evidencing extensive necrosis, with tegmen 
destroyed, and the dura exposed and discolored, would 
account for the origin of the invasion in this case; nor can 
the period of quiescence intervening between the time of 
mastoid evisceration and the development of the meningeal 
symptoms rule out this source of infection, notwithstanding 
that this period was sufficiently long to permit the child to 
become apparently well enough to be discharged and sent 
home, for, as KGrner, Brieger, Cohn, and others have pointed 
out, there are types of otitic purulent meningitis wherein 
the period of quiescence may be extended for some time. 
This case evidently would classify with this type of 
meningitis. 

Bacterial examination from the mastoid evidenced a 
mixed infection, staphylococci predominating; the first 
examination of the spinal fluid evidenced similar findings, 
and this alone, in our opinion, is proof sufficient of the ex- 
tension of the bacterial invasion by contiguity. True, the 
examination of the spinal fluid on May 14, 1906, gave 
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evidence of a few diplococci intracellulares, about three or 
four in twenty fields, but cultures made from this specimen 
gave mixed infection. Smears made from the cultures gave 
a Gram negative, and some diplococci intracellulares, but the 
predominating culture growth was staphylococci. This was 
the only specimen of spinal fluid which gave the intra- 
cellularis. The fluid withdrawn three days prior, and the 
fluid obtained two days later, showed no diplococci intra- 
cellulares present. Both these gave the extracellular diplo- 
coccus combined in a mixed infection with staphylococci. 
Besides, we have seen the adventitious presence of diplo- 
cocci intracellulares in ear discharge, and in the scrapings from 
mastoid wounds (Dr. Brooks, pathologist of the New York 
Post-Graduate Medical School and Hospital, reporting the 
findings in three of our cases—one from mastoid wound 
scrapings and two from cases of acute otitis media; and Dr. 
Zabriskie, pathologist of the Manhattan Eye, Ear, and Throat 
Hospital, finding these organisms in scrapings from the 
mastoid wound in one case of ours operated upon for acute 
mastoiditis). Furthermore, when we remember the harmless 
presence of this organism in the many observations made 
on nasal secretions, and its presence in the cases cited above, 
we can but feel that its presence in this one specimen of 
spinal fluid was adventitious, and not the evidence of 
meningeal infection by Weichselbaum’s diplococcus. Its 
absence at subsequent examinations, its absence in the 
mastoid scrapings, and its overgrowth in culture by the 
predominating organisms, the staphylococci, strengthen 
our belief in this opinion. 

In this case the lumbar puncture, originally made to assist 
diagnosis, gave evidence of the nature and progress of the 
pathological lesion. The amount of pressure was slightly 
higher than normalat the first puncture made. The bacterial 
examination revealed the same organism as found in the 
mastoid scrapings. No cyto-diagnosis was made at this 
examination. 

Hereinafter we have tabulated the results of lumbar 
puncture. 
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We note the condition of hyper-polynucleosis in the be- 
sinning stages of the intracranial infection. We note the 
decrease in the number of formed elements to the cubic 
centimetre as the meningeal condition improved. Within 
four days three successive punctures gave evidence of the 
falling off in the total number of cellular elements present 


\ 


(from 410,000 to 295,000 cells to the cubic centimetre). 
The marked hyper-polynucleosis present in the first fluid 
subjected to cyto-diagnosis would, in itself, according to the 
opinion of many authorities (see “ Lumbar Puncture,” Ko- 
petzky, American Fournal of Med. Sciences, April, 1906), 
suggest the nature of the meningeal infection. 

We note further the gradual increase in percentage in the 
small mononuclear leucocytes and lymphocytes, from 8 % in 
the first examination to 52 % in the last examination, and we 
draw the conclusion that when at subsequent punctures the 
fluid shows a lowering in the total number of cells present 
to the cubic centimetre, the percentage of polynuclear leu- 
-ocytes falling at the same time, and an increase in the 
percentage of the small mononuclear leucocytes and lympho- 
cytes, then a favorable outcome of the disease is to be 
expected. 

We base this conclusion on the consensus of opinion 
expressed by many authorities of the significance of the 
findings in spinal fluid, polynucleosis being considered a 


sign of an acute and violent meningeal irritation, and the 
abatement of the polynucleosis indicating the lessening of 
the meningeal irritation, the lymphocytosis increasing as 


recovery progresses. Further observations along this line 
may establish the correctness of this sign as of prognostic 
value. 

One other finding in the spinal fluid is noteworthy. In 
the last fluid taken, when the case had just passed through 
its crucial period, and when hopes were entertained for its 
ultimate recovery because of the clearing in the clinical 
picture, many amylaceous bodies were noted in the fluid. 
We know of no observation extant as to these bodies in 
spinal fluid, nor do we know how to account for them. 
Before lumbar puncture became an aid to diagnosis and 














542 R. Johnson Held and S. J. Kopetzky. 


therapeutics the advent of purulent meningitis was generally 
regarded as leading to an unfavorable outcome. In cases 
which recovered there always existed the suspicion as to 
the correctness of the diagnosis. But when the purulency 
of the meningeal invasion is demonstrable, and results of 
operative interference prove successful, no doubt can exist 
as to the value of the operative measure instituted. 
Macewen’s classic case, wherein he healed, through the 
removal of the infected foci, a case of sero-purulent arach- 
noiditis, gives the basis for the idea that purulent invasion 
of the meninges is curable by surgical measures (Macewen, 
German edition, p. 336). 

Gradenigo (Arch. f. Ohrenhetlkunde, No. 47, Cases 3 and 
4) reports two cases cured, and Bertelsmann (Deutsche 
med. Woch., 1901, p. 277) reports one case cured, in which 
they repeated the surgical procedure as performed by 
Macewen, but enhanced the results obtained from the sur- 
gical removal of the primary foci by the employment of 
lumbar puncture. Since then others have repeated the pro. 
cedure with varying success. K6rner (Ofztische Erkrankun- 
gen des Hirns, der Hirnhdute und der Blutletter, Wiesbaden 
1902, p. 56) states that in all previous cases of cured puru- 
lent arachnoiditis, the cases consisted of those in which the 
infection of the meninges had not progressed far. He 
further states that in no case whose report was available 
to him has he found that the spinal fluid was distinctly 
purulent. 

In our case there was distinct purulency. Following the 
incision into the dura a dram and a half of pus came away, and 
while this in itself might mean only an intradural abscess, 
the extent of the purulent invasion,,the general involve- 
ment of all the meninges by the purulent exudate, was 
demonstrated by the results of the ventricular puncture 
which delivered about a drath of purulent fluid, to say 
nothing of the recognized organisms found in the spinal 
fluid as late as six days after the operation. 

While it is not our intention to draw conclusions from 
this one case, we cannot but feel that certain facts were de- 
monstrated by it. Jansen’s warning, that it is a mistake, in 
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beginning meningeal infection, to wait, even where diagnosis 
is doubtful, until the meninges are overwhelmed, has proven 
in this case a true sign. We hold that our results are 
ascribable to the prompt surgical interference, the removal 
of the primary accumulations of purulent exudate, both 
intradural and intraventricular. The subsequent recovery 
of our case was aided by keeping the intracranial pressure 
as nearly normal as possible through repeated lumbar punc- 
ture, in connection with which we must not lose sight of 
the fact that we increase the bactericidal properties inherent 
in the fluids, by removing it with its contained organisms, 
thus causing its reproduction, with heightened antibacterial 
qualities. 

Regarding technique, when indications are such that the 
dura must be opened, we hold with Kérner that the dura 
should be wide opened. The dangers of brain hernias is 
of secondary importance to that of a direct inspection of 
the brain surface to determine its condition. 

In conclusion, we present this case as one of purulent 
meningitis, the route travelled by the invading organism, 
evident at the operation on the mastoid ; the diagnosis sub- 
stantiated by the findings in the spinal fluid, and the devel- 
opment of the clinical picture. The case was cured by 
freely opening the dura, removing purulent exudate from 
within it, together with the removal of purulent fluid from 
the ventricles, and the judicious employment of lumbar 
puncture, to keep the intracranial pressure down, and to 
give evidence not only of the progress of the pathological 
infection, but by the removal of bacterially contaminated 
cerebro-spinal fluid, causing its replacement by new fluid 
with heightened bactericidal properties. 

We wish to express our thanks to Dr. Higgins for valua- 
ble aid and painstaking care in carrying out the details of 
the cyto-diagnosis of the spinal fluid, and in making the 
culture experiments. 





A CASE OF ACUTE SEPSIS BEGINNING ON 
THE THIRD DAY OF AN ATTACK OF ACUTE 
MIDDLE-EAR INFLAMMATION; EXAMINA. 
TION OF THE SIGMOID SINUS; RECOVERY. 


By JOHN DUNN, M.D., RicHMonD. 


(With a Temperature Chart.) 


Mr. B. W., aged sixteen, was taken, on the evening of December 
15, 1905, with a left-sided earache. The pain was severe and he 
applied to a medical student boarding in the house with him for 


treatment. Some simple remedies were given. On the morning 
of December 18th, the patient had a severe chill, with high tem- 
perature. During the afternoon the temperature fell to nearly 
normal, but only to rise again that evening. On the morning of 
December Igth the temperature was again low. The boy, how- 
ever, was suffering so much that during the afternoon, the tem- 
perature having risen again very high, Dr. M. E. Nuckols was 
called in. The morning of December 2oth the temperature rose 
to 104°; there was some little remission in the afternoon. Next 
day at 12 o’clock the temperature was 105°, pulse 140, respiration 
rapid. It was at this point that I saw the patient. I found him 
in a semi-stupid condition. He could be aroused and would 
answer questions intelligently, but if left alone he would im- 
mediately relapse into his former condition. He was sweating 
profusely, his night-shirt and the bedclothes being soaking wet. 
Dr. Nuckols informed me that he had several times carefully 
examined the chest and abdominal cavities and could find no 
cause for the patient’s condition, that the patient had complained 
much of pain in his left ear, and that he feared, so severe were the 
symptoms, that meningitis might be accompanying the ear trouble 
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as Koenig’s sign seemed to be pretty well marked. He added 
that the profuse sweating had been present for more than twenty- 
four hours. 

There were no external evidences of mastoid inflammation ; 
no pain on pressure. The boy, however, had complained of much 
pain in the region of the left ear. There was no discharge from 
the ear; nor could any history be obtained that there had ever 
been. There was no pain over the jugulars. The fundi were 
normal. I opened the drum but obtained only serum and blood. 
At six o’clock that afternoon the temperature was normal; pulse 
105. At eight o’clock the temperature was 104°; pulse 104. The 
patient was taken to the Virginia Hospital where at 12 o’clock he 
was operated upon. All during the anesthesia the profuse sweat- 
ing continued, the pulse remaining weak and rapid. The mastoid 
was found to be normal until a cell opening into the antrum was 
reached when pus was found. The antrum also contained a foul- 
smelling pus. The bony walls of the antrum appeared to be 
healthy. The sigmoid sinus was exposed. The mastoid emis- 
sary vein was cut through and bled freely. The sinus, although 
its wall appeared to be normal, was opened. No evidence of dis- 
ease could be found. The usual dressings were applied. At 
10 o'clock next morning, Dec. 22d, the temperature (rectal) was 
99}°, pulse 120, respiration 20. At 6 o’clock Pp, M., the tempera- 
ture was 1053°, pulse 140, respiration 24. At 12 o’clock Dec. 
23d, the temperature was 102°, pulse 112, respiration 34. It was 
noticed from now on that the sweating greatly diminished and 
that although the temperature remained high and the respiration 
varied from 24 to 34 the pulse grew slower. On the after- 
noon of Dec. 23d, the patient complained of pain in his right 
side. Examination revealed no trouble save some bronchial rales. 
Evening temperature Dec. 23d, 1043°. On the morning of Dec. 
24th,some pneumonic consolidation was demonstrable in the lower 
right lobe. From now on the symptoms were those of pneumonia 
and not of sepsis, and the patient rapidly recovered. 


The above case is an instructive one. The history is one 
of acute sepsis. The steep temperature curve, the pulse, 
the profuse almost continuous sweatings, the rapid exhaus- 
tion of the patient, his mental condition, taken all together, 
show this beyond question. Never in the recollection of 
the patient had there been a discharge from the left ear, 
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whose drum at the time I perforated it was intact. He had, 
however, had in this ear for some years past about one at. 
tack of earache during the winter. His hearing on this side, 
as a result, had become slightly impaired. On Friday even- 
ing he was taken, while with a cold, with left-sided earache, 
On the following Monday morning he had a severe chill, and 
from then on his condition was septic. Undoubtedly the 
repeated attacks of earache were the result of inflammatory 
processes which had resulted in lessening the vitality of the 
middle-ear membranes, including the antrum. It is interest- 
ing to note that no pus was discovered in the discharges 
through the incision in the drum, which healed promptly. 
Pus was found in the antrum and in a long cell leading to it, 
but nowhere else in the mastoid process. No evidence could 
be found of bone disease in the antral walls. It is of further 
interest to note that the pus formation ceased with the 
operation and that the extensive postaural wound healed 
normally and rapidly. There were no visible evidences of 
disease of the sinus walls, and, save that the venous blood 
appeared abnormally black-blue, nothing else was to be 
noticed. That the septic symptoms continued two days 
after the removal of the pus-focus in the mastoid is probably 
due to the presence of the already diffused septic material 
in the blood. It is also interesting to note the relation of 
pulse, temperature, respiration, and sweating during the 
period of the sepsis and after its beginning subsidence and 
the appearance of the pneumonic process. The lessening 
of the profuse sweating was the first hopeful symptom, the 
next was the lessening of the pulse-rate, and this even though 
the temperature and respiration kept high. The patient 
continued partly delirious the greater part of the time from 
the 20th to the 23d inclusive. 

Treatment; After the operation, for the first three days, 
every two hours he was given an ounce of whiskey and three 
drops of spirits of turpentine. Occasionally he refused to 
takeit. After the 23d, the intervals were lengthened. Three 
times a day his side and abdomen were rubbed with Credé’s 
ointment. To the whiskey and turpentine, peptonized or 
pre-digested beef was added at intervals. How far the 
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treatment aided in overcoming the septic poison, I can not 
say. It is mentioned as part of the history of the case. 

Cases of sepsis due to thrombosis of the lateral sinus are 
common. In these cases, as a rule, ear disease is of long 
standing and the operator is able to find the bone diseased 
to the sinus wall or a diseased sinus, or both. In the above 
case there was no demonstrable diseased bone next the sinus, 
nor disease of the sinus. 

In the ARCHIVES OF OTOLOGY, vol. xxxi., No. 2, in an 
article on ‘‘Toxzmia from Suppuration of the Temporal 
Bone,” Eulenstein says, ‘‘ Acute toxemia following suppura- 
tive processes in the temporal bone is not common, ; 
if we exclude those cases in which there is first a throm- 
bus formation in the sinus or the jugular vein, with a 
subsequent breaking down of this, and thus systemic 
infection.” He had collected, including the case he then 
reported, in all eight cases. Alleight died. “Intwoof the 
cases there were some evidences of thrombo-phlebitis.” In 
the other six there was none. “In the few cases in which 
the jugular vein was examined in its entirety there were no 
gross signs of disease.’” In my case no bacteriological ex- 
amination was made. It is not to be supposed, however, 
that we had to deal with an unusual micro-organism, but with 
some condition of the system which made possible the rapid 
entrance into the circulation and multiplication of the bac- 
teria or their toxins. 

The case reported gives nothing new in regard to the chan- 
nels by which the poisons gained the general circulation, but 
from the facts that the accumulated pus was limited to the 
antrum and one of its adjacent mastoid cells, that there were 
no demonstrable granulations in the antrum, no demonstra- 
ble disease of the wall adjacent, we have a right to infer 
that the absorption took place through the small vessels 
leading from the purulent area. As there were no external 
evidences of redness or swelling of the tissues over the mas- 
toid, no pain on pressure, we can again infer that the absorp- 
tion took place through the small vessels passing inward from 
the antrum, 2. ¢., into the intracranial sinuses, the sigmoid 
and its tributaries. The wonder has always been to me that 

















548 John Dunn. 


descriptions of cases like the one above reported are so rarely 
met with in otological literature, and yet I have never seen 
in my practice an exactly similarcase. The nearest approach 
was in the case of a school-girl, in whom, on the third day 
after a radical operation done for chronic incurable otorrhcea. 
acute toxemia developed. She lived only two or three 
days. I intended at the time to report the case, but mis- 
placed my notes. In this case, also, there were no external 
signs of mastoid inflammation. Deep subjective pain in the 
mastoid, occurring in the course of acute otitis media, caused 
me to open the mastoid, and as I had been waiting only for 
the school session to be over to operate on the ear for the 
chronic otorrheea, a radical operation wasdone. In the mas- 
toid, pus was found only in the cells immediately adjacent to 
the antrum, and in the antrum. There was no softening of the 
walls of the antrum or attic. The mucous membrane of both 
spaces was much diseased and was, so far as I could judge, 
entirely removed together with the remains of the diseased 
ossicles and diseased /. /. of the middle ear, whose walls I 
curetted as thoroughly as seemed necessary. In the second 
or third day after this operation, the patient began to be 
nauseated, to complain of sore throat, of severe pain in the 
region of the liver, and to grow jaundiced. Examination 
of the mastoid wound revealed in the bottom of the ex- 
ternal auditory canal a drop or two of sweetish pus. 
After twenty-four hours the sinus was exposed and 
opened. It was found to be, as far as the eye could 
judge, normal both as to its outward walls and its con- 
tents. The patient grew rapidly worse, suppression of 
urine set in, and death took place within a fewhours. /x 
this case, prior to the operation there were present no syip- 
toms of toxemia, nor any symptoms pointing to involvement of 
any of the intracranial structures, nor did any symptoms 
pointing to their involvement appear during the course of the 
short illness. When I exposed and opened the sinus I did 
not expect to find visible evidence of disease. I operated 
hoping, but not expecting, to find some focus of absorption 
otherthan the opened antrum. The probable explanation of 
the case is that absorption of the septic material took place 
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through the opened veins in the walls of the middle ear and 
antrum, whether through the floor of the middle ear into the 
jugular bulb or through the antral walls into the intracranial 
sinuses I can not say. There were no evidences of jugular 
thrombosis. The operation had been imperfect in one of 
two ways: I had either failed to remove all of the diseased 
mucous membrane in the middle-ear space, or I had, in flush- 
ing the newly made cavity, been unable to wash away all of 
the pathogenic organisms there present before the operation 
was undertaken. Owing tosome unappreciated condition of 
the general system, the bacteria left behind had multiplied 
in the blood filling the bared cavity, and through the veins 
leading from this raw surface had found their way into the 
general circulation. It is to be noted that the absorption 
did not take place “ under pressure’ but from a raw surface 
in the absence of any pressure whatever. There are cases of 
acute general septic infection secondary to purulent middle- 
ear or mastoid inflammation where neither inflammation of 
the walls of, nor thrombosis of, the sinus or bulb can be detec- 
ted by the naked eye at the time of the operation—and it 
seems that there are cases where the microscope would reveal 
no sign of inflammation of the sinus walls. Surely in the 
second case above mentioned we should not expect to find 
a continuous phlebitis extending from the lateral sinus to the 
hepatic veins. There are blood conditions, and the present 
investigations into the nature of opsonins will sooner or later 
tell us more accurately what they are, where micro-organisms 
do pass directly into the circulation and multiply therein 
without the necessity for phlebitic or thrombotic processes 
about the focus of infection. 

The severe pain in the region of the liver probably places 
the last case in the class mentioned by S. Maccuen Smith in 
his article, ‘‘Middle-Ear Disease in its Relation to Metastatic 
Abscess of the Liver and Other Viscera,” ARCHIVES OF 
OTOLOGY,vol. xxxiii., No. 2. 









THE DIFFERENTIAL DIAGNOSIS IN OTITIC 
SINUS THROMBOSIS. 


By Dr. F. VOSS, Rica. 


Translated from Zettschr. f. Ohrenhlk., Vol. L., 1905, German Edition of 
these ARCHIVES, 


INCE operations on otitic intracranial complications 
S have proved to be life-saving, the interest of the gen- 
eral practitioner has become more active in these 
patients. We are, therefore, more frequently, and also at 
an earlier stage, called in to cases where a complication 
of an otitis media exists and where severe symptoms have 
set in. We first must decide whether the severe symptoms 
are the result of the ear disease or the expression of a severe 
general malady. We are sometimes also asked to determine 
whether the severity of the disease can be explained bya 
latent ear-trouble. Our responsibility is especially heavy in 
those cases, as, for instance, sinus thrombosis, where it must 
be decided whether so serious an operation should be under- 
taken in the case of a very severely ill patient. The follow- 
ing remarks show the kind of cases which have proved 
difficult to me. 

High temperatures and rigors are usually the cause for 
anxiety on the part of the attending physician. In many 
cases there was also an enlargement of the spleen. This 
condition can be present in both forms of sinus thrombosis, 
the pyzmic as well as the septicemic. In one of the cases 
which was operated upon by me the spleen protruded be- 
yond the free margin of the ribs, and was palpable as a soft 
organ. The splenic tumor may, however, be absent, or 
show so little increase on percussion that its enlargement 
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may be doubted. In the pronounced pyzemic form of sinus 
thrombosis with enlargement of the spleen, malaria must be 
considered from the point of differential diagnosis. This 
applies especially in those cases observed in malarial regions. 
I have several times been in the position of diagnosticating 
malaria and not sinus thrombosis in acute chronic otitis. If 
malarial attacks have previously been present, a careful 
examination will instruct us on this point, and even on the 
first examination the spleen will be found decidedly en- 
larged. As opposed to pyzmia, it will be found hard. 
The dulness will be marked. This picture was presented by 
the first one of these patients, whom I observed several years 
ago. It was a boy with chronic purulent otitis, occasional 
headache, chills, fever, with fall of temperature, marked 
perspiration, and a hard, palpable spleen. The history gave 
two previous attacks of this character in the preceding year. 
The attack was cut short by quinine, and the splenic tumor 
disappeared. In another case of chronic otitis media the 
conditions were not so favorable, as it was the first attack 
of malaria, when, as is well known, the malaria frequently 
does not show its typical uniform course, and this is only 
gradually developed. 



















B. H., twelve years of age, suffered from left otorrhcea after 
diphtheria, which has continued to the present day. The suppu- 
ration is moderate, somewhat fetid, no pain. On April 2, 1902, 
the little girl had to leave school on account of illness, and was 
very restless on that night. On the next day the condition was 
much better. On April 4th, however, in the middle of the day 
there was severe headache, vomiting, great fear, and a sense of 
oppression. Temperature at 2 P.M., 40.5°. When I saw the 
child in the evening for the first time the temperature had fallen 
to 36.8°, the condition had improved, headache had disappeared, 
though there was some pain in the back of the neck. A granula- 
tion masked the appearance of the drum, The mastoid process 
is not swollen nor tender, though there is one area of tenderness 
j 14 inches beyond the mastoid process. Lungs and heart normal. 
Splenetic enlargement. The spleen is not palpable. The mother 
informed me that two other children had suffered from malaria 
in the preceding year. After a day of good health a similar 
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attack occurred on the 6th of April, with the same symptoms as 
two days previously. The headache was especially severe, with 
vomiting. The splenic dulness was larger. On that evening 
quinine was administered, and on the 8th of April a similar 
severe attack took place. On the gth the patient was quite well. 
During that night there was an attack of headache and restless- 
ness, but the temperature was normal, The spleen was hard and 
palpable. There were no further attacks. 


These attacks ran the typical course at intervals of forty- 
eight hours, and the spleen finally could be palpated as a 
hard mass. 

In a third case, where the temperature chart unfortu- 
nately has been lost, a young boy with acute perforative 
otitis media suffered from chills, which, however, did not at 
first appear regularly. The spleen in this case also was 
enlarged and palpated as a hard mass. The malaria was 
cured with quinine, and the otitis media healed rapidly. 

The following case of acute otitis media and malaria ran a 
somewhat irregular course. 


E. R., twenty-three years of age, has been practically deaf since 
July 4, 1901, with headache, fever, pain in the chest, cough, 
diarrhcea. On admission to the hospital on July 11th, the pain 
was located in the throat, ear, and chest. There was no dis- 
charge, no jaundice, no cedema, no glandular swellings, and no 
sputum. Temperature, 37.8°-38.4°. Pulse regular and uniform. 
Hearing very much reduced. Mastoid processes tender, espe- 
cially the left. The diagnosis of influenza made and salicyl given, 
a compress being applied to both ears. There was no splenic 
dulness. Temperature remained at 38°. When I was asked to 
see the ears on July 14th, I found cerumen, which on removal 
permitted an aspect of a somewhat reddened drum. Mastoid 
processes somewhat tender, the left more than the right. Car- 
bolic acid-glycerin drops were ordered, znd hot compresses. 
The symptoms on the part of the ear gradually diminished, 
while the temperature ran the following remarkable course. It 
remained at about 38° until July 16th, when it rose to 40°, with- 
out chills. It then fell and remained at 38° until the 21st, when 
it rose to 39.6°, without chills. After falling again it rose, July 
24th, to 40.4°, and gradually diminished, day by day, to 39°, 38°, 
37°, until, on August 31st, it became normal. 
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The rise of temperature took place every time without a chill. 
The fall was occasionally associated with perspiration. The 
spleen is not palpable, dulness uncertain, eye-grounds normal. 
Malarial plasmodia could not be found. There was some head- 
ache. 

Up to July 3tst the patient had taken three times a day 
salicylate of soda without any effect on the temperature. Then 
quinine, five grains three times a day, was administered. On the 
following day the temperature rose to 39.3°; after that it re- 
mained normal, the otitis healed, and the hearing returned to 
normal. 


Iam inclined to regard this case as one of an irregular 
first attack of malaria on account of the striking effect of the 
quinine, though a splenic enlargement was not determined 
and the malarial organism was not found in the blood. 

With this exception, in all the cases of malaria with otitis 
a smooth, hard spleen could be palpated, so that I am in- 
clined to believe that a hard spleen is more characteristic 
for malaria than for sinus thrombosis. 

The following case, however, shows that exceptionally a 
hard, palpable spleen may be one of the symptoms of sinus 
thrombosis without malaria. 


C. H,, twenty-five years of age, has had a discharge from the 
right ear for three weeks. Later she acknowledged that the ear 
had been running from time to time for years. There was head- 
ache for one week, which was more pronounced on the right 
than on the left side. There was a daily chill during the last 
four days. On admission the patient appears to be very ill. 
There is some discharge from the right ear. There is no mastoid 
swelling or tenderness. Eye-grounds normal. No other symp- 
toms. The spleen is large and hard and protrudes beyond the 
free margin of the ribs. She is in the fourth month of pregnancy. 
Notwithstanding quinine, there are one or two rigors a day with 
a rise of temperature to 39.7° and a fall to 35.4° which produces 
sweating. The sensorium is free. There are no malarial organ- 
isms to be found. 

An operation was undertaken on September 24, 1903. A 
small cholesteatoma was found and the bone overlying the sinus 
was found diseased. There was a small perisinuous abscess 
with a necrotic sinus wall. The sinus was thrombosed. It was 
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exposed for a distance of 6cmand incised. The healthy jugular 
vein was ligated. The operation was finished at 11 o’clock, and 
at 1 o’clock labor pains began. On the following day a dead 
foetus was born. 

On September 26th the temperature was normal. There was no 
pain. On the following day it rose to 39.1°, but without a chill, 

On September 2gth the temperature rose to 39.4°. The wound 
is infected and covered with discolored exudate. On two later 
occasions, the temperature rose to 39.1° and to 38.1°, then the 
general condition improved. The appearance of the wound was 
much better. This was followed by rapid recovery and the 
patient was allowed to go home on October 17th. The wound in 
the neck was healed. On her discharge the spleen was still large 
and hard. Inthe course of the next month it gradually returned 
to the normal. 


Remarks.—The hard, palpable splenic tumor which was 
absolutely without pain, in conjunction with the typical 
picture of the attacks, rigors, fall of temperature with profuse 
sweats, was suspicious of malaria. The absence of the 
malarial organisms and the negative result of the quinine 
treatment and the frequent attacks made the correct diag- 
nosis probable and the patient was immediately operated 
upon. 

A spleen of so hard a consistency as in this case and still 
not tender has only occurred in my experience in malaria. 
I assumed, therefore, that the patient had previously suffered 
from malaria. This, however, proved to be erroneous, as the 
spleen without any other treatment returned to the normal. 
This case, therefore, shows that a hard, palpable spleen may 
exceptionally be a symptom of sinus thrombosis. The 
question, What condition was this ? may be answered. It 
was most probably a splenic infarct, though this would be 
remarkable on account of the absolute painlessness. A 
splenic tumor as a symptom of pregnancy is unknown 
to me. 

Among other diseases which might be mistaken for sinus 
thrombosis when complicated with otitis media on account 
of their temperature curves, tuberculosis must be mentioned. 
The following is an example. 
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H. M., seventeen years of age, was taken ill with measles on 
February 27, 1902. She entered the hospital on March 4th, with 
a temperature of 40.1°, which dropped to 37.5° on the following 
day. ‘There was considerable catarrh of the lungs, which grad- 
ually diminished on the following days. Then marked variations 
of temperature occurred. The exanthem had disappeared on 
March goth with slight cough. There was pain in the right ear. 
On March 11th the patient suffered from a severe chill, lasting 
half an hour, and the temperature then fell from 40.3° to 35°. I 
examined the ears on March 12th, and found the otitis media 
diminishing, the mastoid processes tender, sensorium free, no 
venous bruit, still some pulmonary catarrh. Paracentesis evacu- 
ated no exudate. A few tubercle bacilli were found in the 
sputum, and on March 15th there were distinct signs of an in- 
filtration of the right apex. The otitis rapidly got well. The 
previous history stated that the patient had herself always been 
well, but she gave a distinct tuberculous history. Death after 
about a year. 

Another temperature curve of interest was that of a child three 
and a half years of age, who in the first week of scarlet fever 
acquired a bilateral] otitis media with total loss of both drums. 
Without particular glandular swellings, no nephritis, and no 
affection of the lungs, on the twenty-fifth day sudden remitting 
temperature set in without rigors. I had occasion frequently to 
examine the little patient up to the time of her death three 
months later, and found moderate!mucous discharge in the ears, 
but no tenderness, no eye signs, and the sensorium perfectly 
clear. As there was_no indication, I could not see the necessity 
of an operation. The child became greatly emaciated, and the 
autopsy revealed a disseminated tuberculosis. Meninges and 
sinus completely free. 


Forselles regards the differential diagnosis between sinus 
thrombosis and septic endocarditis as very difficult, as in 
the latter condition the same symptom-complex is present 
as in sinus thrombosis. Most important is the examination 
of the eyes, where hemorrhages are met with in the rectum 
and conjunctiva. In this case the examination of the blood 
does not help us, inasmuch as both diseases may be caused 
by the same organisms. I have had no experience with this 
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association of endocarditis with otitis media, nor, so far as | 
recollect, have I seen a similar case reported in literature. 

Curiously as it may seem, hysteria must be mentioned 
from a differential diagnostic point of view, not purely from 
a theoretical aspect, but because I have seen this mistake 
made. 


A young woman, nineteen years of age, claimed to suffer from 
severe pain and hyperesthesia about the ear, especially over the 
mastoid process, with a daily chill; though the drum was intact, 
the hearing was normal, and no discharge had occurred. I ob- 
served this same patient seven months later. She had then 
been operated upon and had lost the drum and her hearing, and 
was desirous of further operation. She still claimed to have 
rigors, though her temperature remained normal and though her 
general condition in this long period had not suffered in the 
least. 


Puerperal processes and even pregnancy may cause 
difficulties in diagnosis and lead to errors. 


A healthy young woman at the end of her pregnancy suffered 
from an acute purulent otitis media, which was accompanied by 
very severe headache, rigors, with pyzmic temperature. The 
induction of premature labor was frequently discussed, though 
there were no abdominal symptoms. The labor occurred nor- 
mally, though the general condition had not improved. Then, 
after numerous consultations, the mastoid operation was per- 
formed, but the patient died. 


Though this was very likely a grave ignorance on the 
part of the aurist, who apparently had no idea of the pos 
sibility of a sinus thrombosis, similar cases of chronic otitis 
in puerperal fever, with headache and slightly disturbed 
sensorium, may cause the greatest difficulty in diagnosis. 


A woman in the end of the thirties in her first labor suffered 
from high temperature without rigors and left-sided headache. 
She had had a purulent otitis on both sides since childhood. 
The sensorium was free, though she became gradually somnolent. 
Pulse 100. There were no changes in the ears. The abdomen 
was soft without pain. There was no thrombosis of the lower 
extremities. I consulted with the attending gynecologist for one 
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week, and, although each one of us declared that his branch was 
not responsible for the fever, we could not say that it was ab- 
solutely improbable. Ten days later a tablespoonful of pus was 
discharged per rectum and the situation was cleared. 


If, instead of the pyzmic fever with rigors, the tem- 
perature is of the high and continuous type, the diagnosis 
is then more difficult, and errors, especially with typhoid 
fever, are frequently possible, as the general impression 
which these patients give is that of a severe typhoid case. 
Of my cases two were treated for a long time for typhoid 
fever. In both the spleen was enlarged, when palpated 
very soft; in both the sensorium was half clear, and in one 
of the cases there were a few spots like roseola. Possibly 
for differential diagnosis here Bezold’s statement is of value, 
namely, that the exudative otitides occur usually at the end 
of the third, or between the third and the sixth, week of 
typhoid fever. Bezold was able to find mention of only 
three occurring before the twentieth day. If the history, 
therefore, states that the acute otitis began first, and that 
the high temperature then occurred, with increase of the 
pain in the ears and the head, the diagnosis of sinus throm- 
bosis is likely. In doubtful cases Widal’s test may be tried, 
or it is possible that the continuous fever will change to an 
intermittent type. , 

Another disease which comes into question is pneumonia, 
especially when it develops simultaneously with the otitis or 
directly after. 

The conditions are comparatively simple for the aurist if 
the pneumonia was diagnosticated before. It is then per- 
fectly clear that the height of the temperature is influenced 
by the pneumonia. If the temperature varies, or if rigors 
are present, then the condition is more difficult, and the 
attending physician is apt to believe that it must emanate 
from the ear. The following is a striking example: 


A boy twelve years of age was taken ill on January 18, 1905, 
with measles and moderate catarrhal symptoms. The rash ap- 
peared on the 18th. The temperature was rather low, some- 
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what over 38°, and on the 2oth fell to 37.2°. On the 2ist, with 
a temperature of 36.5° there was some pain in the right ear, 
The temperature shot up to 40°, with a chill. On examination 
the hammer was red and the hearing; was diminished. On the 
following day there was a chill, with a rise of temperature to 
40.5 °, which dropped to 37.6° in the evening. The entire drum 
was red and swollen. Carbolic acid-glycerin drops and hot ap- 
plications were prescribed. On January 23d severe chill, tem- 
perature 40°, in the evening down to 36.7°. Pain in the left 
ear, slight redness, some cough. Some rales in the posterior 
half of the left lobe. On the 24th a chill with a rise of tempera- 
ture to 40.7°. On the 25th the temperature rose to 4o.5 ° again, 
The otitis media in the right ear is diminishing. The drum is 
only slightly red, lack-lustre. There is no pain in the left ear, 
the drum is red but not swollen. In the lower half of the right 
lobe posteriorly moderate dulness, crepitant rales, but no bron- 
chial breathing. General condition excellent. 

In the subsequent course the otitis gradually disappeared 
while the temperature kept its remittent character for three days, 
and then the crisis set in with subnormal temperature. 


The absence of a marked dulness as well as the bronchial 
breathing made the general physician hesitate with the 
diagnosis of pneumonia. He was therefore inclined to 
ascribe the irregular course of the temperature to the otitis, 
while the reverse was the case. There was no spontaneous 
perforation and paracentesis was not performed. 

The conditions are more difficult if the pneumonia is cen- 
tral and has not been diagnosticated. In this case the 
lungs must be examined carefully every day. 


C. G., seven years of age, has just recovered from measles and 
the temperature has been normal for several days. There is 
some cough. On March a2ist the patient appears poorly. On 
the next day there is some pain in the left ear with rise of tem- 
perature to 39.8°. On the 23d there is pain in the right ear 
with a temperature of 39.1°. Paracentesis was performed on 
the following day, bloody serous discharge. The temperature 
on the following morning dropped to 37.8° and rose to 39° 
in the afternoon. On March 26th it remained at 39.6°. 
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There was slight stupor, no headache, the mastoid processes 
were not tender. In the course of March 26th there was severe 
coughing, but not until March 27th did the daily examination 
of the lungs reveal pneumonia in the right apex, and on the 
same day the crisis occurred. The otitis was rapidly recovered 
from with normal hearing. 


In this case there was pneumonia in the apex which did 
not become manifest until six days after the onset of the 
otitis media. I have observed similar conditions more fre- 
quently in the central onset in the lower lobes, especially in 
children. Some of the cases have recovered without lead- 
ing to perforation or requiring paracentesis. In other cases 
the severe pain in the ears and mastoid tenderness led to 
paracentesis without exerting any definite effect on the tem- 
perature. The subsequently confirmed pneumonia ex- 
plained the conditions. I do not believe that these cases 
should be regarded as complications of an ear lesion, at 
least that the intervening factor is not the sinus affection. 
I must add that in the other cases which I have seen no in- 
fectious disease preceded. Leutert has shown that erysipe- 
las could lead to erroneous diagnosis. I have observed four 
cases of acute otitis media, with rigors and high fever as a 
complication, which were sent to me for operation. In all 
these cases the auricle was not invaded by the swelling, but 
the erysipelas extended over the scalp, with a prolongation 
over the mastoid process, causing swelling, redness, and pain 
simulating deep disease of the mastoid process. Rapid in- 
volvement of the auricle, usually on the next day, cleared 
the diagnosis. 

Finally I want to mention the use of antipyretics as fac- 
tors in rendering the diagnosis difficult. They may some- 
times simulate a pyemic temperature curve when there is 
no pyzemia. It is well known that antipyretics have this 
effect on some individuals, that the temperature after a fall 
rises with a rigor. Since the introduction of pyramidon in 
the treatment of typhoid fever, I have seen several cases 
where this temperature was complicated with otitis media. 
When the pyramidon was discontinued, the typical tempera- 
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ture curve characteristic for typhoid returned. Krannhals 
has shown by numerous investigations that these pseudopy- 
zmic curves occur especially in inflammatory complications 
of typhoid, such as pneumonia plus otitis media. We must, 
therefore, remember that, especially in the last, the temper- 
ature is without serious significance. 
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Presentation of Cases. 






Fracture of the temporal bone by A. P. Voistawsky, M.D. 


R. H., admitted to the S. R. Smith Infirmary, Staten Island, 

on the 28th day of August, with history of having received 
an injury, being found unconscious, and brought in an ambu- 
lance. Physical examination revealed a bloody discharge from 
the right ear, which became purulent on the second day. Patient 
continued in stupor one week, during which time he vomited a 
great deal. A diagnosis of fracture of the base was made by 
Dr. Townsend, attending surgeon. It was a week before the 
patient asked for food. From the 8th to the 25th day he com- 
plained of headache at base and over right temporal region. Ear 
irrigated with bichloride, 1:5000 solution, three times a day. On 
the 25th day the attending surgeon noticed a slight swelling 
above the right ear, exceedingly painful to the touch. Temper- 
ature 100.2 °, the first rise since admission to the hospital. 
: Patient was taken to the operating room, the right side of head 
shaved, and under cocaine anesthesia an incision in the perios- 
4 teum was made, two inches in length, and about an ounce of pus 
welled up. Upon cleansing, a marked fracture was visible, ex- 
tending through the outer table of the temporal bone. Follow- 
ing this line of fracture, a probe was passed beneath the perios- 
teum, and with the aid of a speculum could be plainly seen in 
the middle ear. 

Had it not been for the infection, which was due to a purulent 
otitis of long standing, the fracture of the temporal bone would 
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not have been discovered. The patient made an uninterrupted 
recovery, and with the exception of the chronic middle-ear sup- 
puration the head symptoms have disappeared. 

The case was shown simply as a fracture of the temporal bone 
extending into the middle ear. 

Dr. Pui.uips asked if ,he understood Dr. Voislawsky correct- 
ly in saying that except for the operation the fracture would 
not have been discovered. It was clear that from the beginning 
the symptoms pointed to a fracture of the base. Of course these 
cases are of comparative frequency—he had himself seen two 
within the last twenty days. One of these was a man who had 
been riding horseback and reached over to regain his stirrup, 
fell, and struck upon his head. He was found two hours later 
in aditch by the roadside. He did not lose his consciousness 
but was unable to rise during that time, on account of a severe 
vertigo and vomiting, which continued for three days. He had 
a discharge of serum mixed with blood from the auditory canal. 
The accident occurred six weeks ago, and the man has now re- 
gained his equilibrium so that he can walk about. The bone 
conduction is absent on that side, and the external auditory 
canal reveals evidence of the fracture, which also must have 
extended through some portion of the labyrinth. The symptoms 
of vertigo and vomiting, and the bloody serum discharge were 
sufficient evidences of the fracture. 

Dr. VoIsLawsky replied that he had not presented the case 
as a fracture of the base, but for the fracture of the squamous 
portion of the temporal bone, which he thought was a rather 
unusual occurrence. 

Demonstration of an improved motor drill for mastoid 
surgery. W. SouieR Bryant, A.M., M.D. With two figures 
on Text-Plate V. 

The manner of using the apparatus was demonstrated on a 
preserved specimen. Dr. Bryant said that some of the best 
operators in this country and in Europe—among them Dr. J. 
OrRNE-GREEN and Sir WM. MACEweN—have used surgical drills to 
do a large part of their work, but this method has never been 
popular and has always been subject to a number of objections, 
—the chief is the mechanical difficulty of keeping the burr from 
heating and clogging. The present machine has some advan- 
tages over the olderengines. There is a powerful motor, a flexible 
shaft which is detachable, a handpiece which can be detached 





Text-Plate V. To accompany article by Dr. W. Sohier 
Bryant, on “Demonstration of an improved motor drill for 
mastoid surgery,” to face page 562 of Archives of Otology, 


December, 1906. 
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lhe Motor Burr assembled with sleeve on the shaft 


The burr drill and hand-piece, reduced one-half 
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and sterilized, and a set of burrs which cut rapidly with an in- 
significant amount of clogging. There is also a foot switch in 
the circuit, which allows the surgeon to use both hands in ma- 
nipulating the instrument, while the foot controls the motor ; and 
a sterilized sleeve which is easily drawn over and tied to the 
flexible shaft. The motor is a powerful one-sixth horse-power 
motor of the Victor Electric Co., who also furnished the shaft 
and handpiece. The foot switch was added at Dr. Bryant’s sug- 
gestion, and the burrs were made especially for him. With this 
instrument, the time for the removal of the bone in a mastoid 
operation is very much reduced, especially where it is hard or 
sclerosed. The surface left by the burr is smooth and needs 
no further treatment. The burr does not injure soft tissues un- 
less they lie on a hard substance, therefore its use is not a menace 
to the structures adjacent to the operative field. It would not 
be wise, however, for a surgeon to attempt the use of the machine 
until he had previously tried it several times on the cadaver. The 
knack of guiding the burr is readily acquired. 

Dr. Dixon took the time with a stop watch while Dr. Bryant 
performed a mastoid exenteration on a head with a large pneu- 
matic mastoid. The time consumed in removing the bone, in- 
cluding the whole tip, one third of the posterior meatal wall, 
opening the cells which extended high and ran far back, 
and opening the antrum, was five minutes and sixteen 
seconds. 

Dr. MEIERHOF said that he did not wish to condemn this ap- 
pliance, but that the specimen on which Dr. Bryant had made 
the demonstration was a rather porous mastoid and it required a 
certain amount of pressure to make it cut through the bone, and 
personally he preferred the old methods rather than to trust to 
so powerful and dangerous an appliance. After the bone had 
been cleared away, this might be very well for cleaning away all 
sorts of recesses, but it seemed dangerous to go in with a large 
burr and remove the cortex in one sweep, as had been done 
in this demonstration, and he did not feel inclined to use the 
apparatus. 

Dr. CoBuRN inquired whether the bleeding was increased or 
diminished. 

Dr. GRUENING inquired whether the burr would jump. 

Dr. BRYANT replied that he had not noticed that the bleeding 
was affected one way or another ; and that the burr would jump, 








564 Otological Section, N. Y. Acad. of Med. 


but that this could be so guarded against that no injury would 
result. 

Demonstration of the movements of the Eustachian 
tube. W. Sonier Bryant, A.M., M.D. 

Demonstration of a new gas-ether inhaler. By V. C. 
PEDERSEN, M.D. 

Dr. Pedersen presented a new form of bag inhaler for etheriza- 
tion and its sequences, in which by the principles of evaporation 
and unobstructed respiration the patient is relieved of additional 
work in breathing. 

A full description of this inhaler will appear shortly in one of 
the medical journals. 

Case of mastoiditis due to Friedlander’s (?) pneumococ- 
cus. GEORGE SLOAN Dixon, M.D. 

Dr. Dixon said that in May, 1905, he had reported to the 
Section a case of meningitis following middle-ear disease with 
mastoiditis, the infection in which was stated as Friedlander’s 
pneumococcus. This report was published in the ARCHIVES OF 
OTo.Locy under the title of “ Report of a Case of Panotitis Result- 
ing in Meningitis, with Pathological Findings.” In closing this 
report he made the statement that the case seemed to call for an 
investigation of his bacteriological examinations during the pre- 
vious four years, and quoted as follows : 

“ These were found to comprise about 1050 cases of acute and 
chronic purulent otitis with and without mastoiditis : 2.75 % of the 
infections were Friedlander’s pneumococcus, or more properly the 
bacillus mucosus capsulatus ; fifteen cases, or about 50, had ex- 
isted forty-two days and over before operation. Of these, two had 
perisinuous abscess with Bezold perforation ; one had perisinuous 
abscess and cortical perforation with subperiosteal abscess; four 
had epidural abscess, one of which died of meningitis ; one had 
panotitis and died of meningitis; and one had brain abscess, 
which also died ; six cases had subperiosteal abscess. 

“Of those cases which had existed under forty-two days, four 
promptly recovered after paracentesis, but mastoid operation was 
required on the remaining ten, and all did well except one patient 
who died of pneumonia.” 

Dr. Dixon stated that he had been observing these cases for 
several years and was struck with the frequency with which this 
germ gave serious trouble, and wished to call attention to a Case 
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which he regards as a type of this particular form of infection. 

He further noted that this germ was very likely to be present in 
diabetic cases. 

Authorities seem to be confused as to what is Friedlander pneu- 
mococcus and what is encapsulated streptococcus. Some say that 
Friedlander’s pneumococcus is decolorized by Gram, and some 
that itis stained by Gram. Some figure it appearing as a strepto- 
coccus, another will callit a coccus, and another a bacillus,—but 
the fact remains that the germ under consideration appears to fit 
the description closely enough to class it under bacillus mucosus 
capsulatus, and in some respects resembles the Friedlander type. 

It is still being studied, and the present report is preliminary to 
the completed investigation which will be published later. 

This particular case occurred in the practice of Dr. John L. 
Adams, and in a manner is typical of this form of infection. Of 
course there are deviations occasionally, as in all other types. 

Mr. C.,a retired merchant, sixty-one years old, presented him- 
self for treatment at Dr. Adams’s office, and a short time after, 
viz., July 13th, entered the New York Eye and Ear Infirmary for 
observation. 

The membrana tympani of the right ear showed a perforation 
which had been present since infancy, and the hearing on that 
side was poor. 

He had suffered from indefinite pain in the left ear for six 
months, but a week before he was seen by Dr. Adams he began to 
have severe pain, deafness, tinnitus, and tip tenderness on that 
side. Myringotomy had recently been performed, and there was 
profuse discharge. 

Physical examination was negative. 

When he entered the infirmary a second paracentesis was done, 
he was put to bed on liquid diet and irrigations with warm boric 
acid solution ordered. No ice was used. 

His temperature in the morning of the 13th was 98.2°, in the 
evening 98.6°, with respirations 18, pulse 70 to 72. 

On the 15th of July pus from the left canal was examined and 
a form of streptococcus found. On the rgth the pus showed the 
same except that the germs seemed to be fewer in number. On 
the zoth a germ similar to Friedlander’s pneumococcus was found, 
and Dr. Adams was notified at once. 

A blood examination made later in the day showed Hb. 85 @, 
red cells 5,300,000, white cells 15,700; differential count, small 
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mononuclear 9.4%, large mononuclear 6.24%, transitionals 2.8%, 
polynuclear 81 %, eosinophiles .4%, and mast cells .2 %. 

Dr. Dixon thought that the mastoid should be opened at once. 
Of course Dr. Adams demurred, as would most surgeons who had 
not studied the ravages of this germ, and very properly wished fur- 
ther consultation. Dr. Dixon said that he did not expect to find 
any one who would agree with him that the case should be oper- 
ated immediately, even with a polynuclear count of 81 4, as it was 
quite common to see recovery without mastoid operation in other 
forms of infection where the polynuclear count was 80 or 81 ¢, 
with a leucocytosis of 16,000 to 17,000. He does not think that 
leucocytosis alone amounts to much as a diagnostic factor in 
mastoiditis,—but that the polynuclear percentage is _ impor- 
tant. 

In the afternoon of the zoth, Dr. Adams called in Dr. Robert 
Lewis, Jr., and Dr. Dixon. They found the temperature, pulse, 
and respiration normal. The mastoid tenderness and pain had 
disappeared, and the hearing on the affected side had improved, 
but the upper posterior portion of the canal-wall was red and sag- 
ging, and the membrane had a red, “beefy” appearance. The 
discharge was profuse. Dr. Dixon recommended immediate 
operation, Dr. Lewis was not in favor of this, and Dr. Adams 
agreed with Dr. Lewis. 

The patient wished to know whether a delay of twenty-four 
hours would make any difference. Dr. Dixon thought not, and it 
was decided to wait that length of time. 

The next day, the patient’s condition was the same, and Dr. 
Dixon still held to the propriety of an operation, basing his opinion 
principally on the nature of the infection which had been subse- 
quently reinforced by the polynuclear percentage, and the ap- 
pearance of the canal and membrana tympani. The patient was 
operated on that afternoon, and the following condition was 
found : 

The subcortical tissue was found as a mass of purulent broken- 
down bone-cells. The mastoid tip, median groove, antrum, zyg- 
omatic root, roof of the antrum and aditus, and cells above the 
knee of the sinus were all diseased and practically liquefied. The 
whole was removed with a curette down to the inner plate and 
sinus groove which was of healthy hard bone. The mastoid tip 
had to be entirely removed, as also the roof of the attic 
and antrum, exposing the dura over an area of about 
20mm. 
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The patient made an uninterrupted recovery. 
Dr. Dixon believed that if the patient had waited another 
twenty-four hours meningitis would have supervened. 

In conclusion Dr. Dixon said, we have a number of such cases 
at the infirmary. The ear symptoms may not amount to much, 
or the pain may be at first severe. All acute symptoms may sub- 
side, and the patient thinks he is doing well, but the discharge 
continues, as arule. After going on this way for a considerable 
time, say four to six weeks often, the patient thinks something 
ought to be done to stop the discharge, or improve the hearing, as 
in the case I reported in 1905. That patient had passed the 
acute stage and was being treated in a surgeon’s office for the re- 
sulting deafness. . She was suddenly seized with dizziness and 
was taken to the infirmary. Aside from the dizziness there was 
nothing to indicate the possible necessity of operative interfer- 
ence. Suddenly, however, the temperature went up, and before 
anything could be done meningitis had developed and the patient 
died in thirty hours. The autopsy showed all portions of the 
bone badly involved. 

It must be borne in mind that Dr. Adams’s patient was im- 
proving. He had no pain, no temperature, pulse and respiration 
normal, mastoid tenderness had been present but had disap- 
deared, and the only indications for operation were the presence 
of the encapsulated germ, the sagging of the canal-wall, and the 
polynuclear count of 81 4. 

In concluding, Dr. Dixon said that another case had been 
brought to his attention to-day which fits in so well that he must 
mention it. A patient called at the office of Dr. Whiting, and 
when the mastoid was pressed to elicit tenderness the thumb went 
through the cortex. The patient still declined operation because 
there was no pain. A few hours later the mastoid was opened, 
however, and was found to be practically liquid. It was another 
case of the same kind of infecfion. 

Dr. MEIERHOF said that the Section was under obligations to 
Dr. Dixon for presenting this phase of the importance of bac- 
teriology in purulent otitis. Dr. Dixon’s laboratory was prac- 
tically a clearing-house for a large number of such cases. All 
the cases in the New York Eye and Ear Infirmary passed through 
his hands. There are some otologists who, while they will have 
a bacteriological examination of the pus made, lay very little 
stress upon the value of the examination, and in some cases 
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where a streptococcus infection is found they attach no more 
importance to it than to any benign infection. In the cases just 
presented by Dr. Dixon one could see certain definite results 
following this form of bacterial invasion, and it places the bac- 
teriology of the discharge of the ear on a much more definite 
basis. When the value of a particular form of invasion is known, 
it forms a valuable guide for treatment, in spite of the fact that 
the typical symptoms may not always be present. 

Dr. BryanT said that he regretted he had not known that Dr. 
Dixon was going to present this subject, as he would have liked 
to have looked up some memoranda of similar cases which he 
had seen and operated upon. His experience with this variety 
of infection had been similar to Dr. Dixon’s, and all his cases 
had been very grave. 

Dr. GRUENING inquired whether there had been applications 
of ice, as this might in a measure account for the anesthesia. 
Dr. Dixon had said that the swelling of the canal remained and 
also the sagging of the upper walls, yet they were cases of reten- 
tion of pus, and the tenderness had disappeared. This sometimes 
happens under the application of ice, and should always be con- 
sidered in connection with these cases. He himself had not laid 
much stress upon the importance of bacteriological examinations, 
as he felt that a clinical examination sufficed in the majority of 
cases. The bacteriologists at Mt. Sinai Hospital claim that the 
pus from the discharge is almost always contaminated, and prefer 
to wait until the ear is opened. Dr. Gruening felt that the clin- 
ical examination was much more important than the bacterio- 
logical examination, but if the latter adds important knowledge 
in forming a diagnosis we should certainly avail ourselves of it. 

Dr, Dixon replied that he did not think ice had been used in 
the case. He admitted that the discharge from every ear was 
contaminated, but if we found a rapidly growing streptococcus 
infection it was certainly more virulent than an ordinary pneu- 
mococcus or staphylococcus infection. Of course, if we under- 
take to cultivate and isolate all the germs found in every case of 
otitis media, a small army would be required to do the work, but 
every day in the New York Eye and Ear Infirmary he was im- 
pressed anew with the practical and useful side of bacteriological 
examination of smears of the secretion from the ear. 

As to this patient, he had no temperature, could hear better, 
and everything pointed to his well-being and the resolution of 

















569 


the case. It was doubtful whether many surgeons would insist 
upon the necessity of a radical mastoid operation in an important 
case where the patient seemed to be getting well. He would not 
be willing to do it himself unless there was something to back 
him up. The cases which he had spoken of were only three out 
of a dozen or so that he had noted within a very short time. 
There had been many more lately, and they were all of that 
peculiar type, the mastoid cells could simply be “scooped out.” 
In such cases, when meningitis occurs—which is very likely to 
follow—the course is very rapid, the patients sometimes dying 
within a few hours, sometimes within thirty hours after the onset 
of the fever. In cases of this type it was important to know 
that one germ could be picked out which was likely to cause 
much trouble, and when that is present perform an exploratory 
operation. The speaker maintained that it made no difference 
what condition the patient was in, if the discharge continued and 
was found to contain this encapsulated germ, the mastoid should 
be opened 

Dr. GRUENING said that he was struck with the fact that in all 
these cases of infection with Friedlander’s bacillus there had 
been no tenderness in the mastoid. It was known to all that 
there may be cases with swelling of the drum, bulging and 
sagging of the canal, and yet without fever or headache, or any 
other symptoms but persistent tenderness, and that alone would 
in some cases be a guide for operation. He would operate at 
times where there was persistent tenderness. If a case ran along 
without this tenderness we should lose an important diagnostic 
symptom, and he would like to know if he was correct in under- 
standing Dr. Dixon to say that none of these cases showed any 
tenderness. 

Dr. Drxon replied that in a certain proportion of the cases 
there was absolutely no tenderness; but in others there would 
be a certain amount of tenderness, and in these there was found 
great destruction of the bone. Not all the cases were absolutely 
anesthetic. It might be possible that this lack of tenderness 
was due to the germ being able to manufacture some kind of 
anzsthetic, which, after a certain time when the acute symptoms 
subside, would cause anesthesia, and though the trouble was 
still going on, no tenderness could be elicited. 

Dr. GRUENING said that at one time he had maintained that 
persistent tenderness was a guide, and he had sometimes failed 
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to operate because no tenderness could be noted, but quite a 
number of mastoid bones are so formed that the tenderness 
cannot be elicited. The cortex may be very thick and the cell 
very far from the periphery ; the cell may be filled with pus; 
and this happens in old people whose cortex is very thick. 


Report of a case of purulent meningitis following a 
radical mastoid operation. Recovery after operative in- 
terference. Drs. HeLp and Kopetzky. Published in full, pp. 
531-543- 

Dr. PHILLIPs said that naturally he had been much interested 
in this case and had watched it carefully, and felt compelled to 
admit that, notwithstanding the fact that he was on record as an 
unbeliever in the recovery of cases of purulent meningitis of 
otitic origin, this was a genuine case of recovery. He had seen 
this patient within twenty-four hours after the first symptoms 
appeared, and she presented all the characteristic symptoms of 
purulent meningitis, and he had given the opinion that it would 
be a fatal case. Drs. Held and Kopetzky, who were present, 
then suggested that if this were the feeling it might be well to 
undertake a very radical course of treatment. This was readily 
consented to, with the result just heard. 

In his opinion there could have been but two other conditions 
present, rather than the diagnosis which had been made. It 
might have been a simple subdural abscess, or it might have 
been a case of epidemic cerebro-spinal meningitis, from 
which recoveries have been reported. He thought, however, 
that the report from the ventricular and spinal fluid negat- 
ived the diagnosis of subdural abscess; and the fact that 
the characteristic germs were not present except at one exam- 
ination would discard the diagnosis of cerebro-spinal menin- 
gitis. 

There were one or two points he wished to emphasize, the 
most important being the attempt to remove the fluid from the 
ventricle. He hardly saw the necessity for doing so in this case, 
and rather felt that the importance of this procedure was over- 
estimated. It is not unattended with danger. He had had 
occasion, at about the same time this case was under treatment, 
to remove the ventricular fluid from a patient who was practically 
dying. Asmall portion of fluid was removed for purposes of 
examination, but he felt that the death of the patient was 
hastened, and at the post-mortem examination which followe 
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it was found that a blood-vessel had been wounded and a 
hemorrhage into the ventricle had taken place. 

Dr. Harris said that he did not think this report should be 
allowed to pass without additional commendation. It seemed 
to him to be one of the most carefully prepared reports that he 
had heard for a long time, and he wished to congratulate the 
authors upon their success in a case of so much importance. 
He did not think that this subject was receiving sufficient atten- 
tion in this country. We have many forms of meningitis, and 
are inclined to treat them too pessimistically; but in Germany 
they have recognized the possibilities that the essayists have 
brought out to-night. This has been demonstrated in Politzer’s 
clinic, and Alexander reports a series of cases cured of purulent 
meningitis, about fifteen in number. 

At the same time, even with such strong facts as had been 
brought out by the essayist, he remained sceptical, as he could 
not reconcile a cure with the appearance that he had many times 
seen of purulent meningitis upon a cadaver. It seemed to him 
that in a case of established purulent meningitis the conditions 
are such that no operative procedure can be of any avail. This 
opinion, however, did not make him feel that the course which 
had been pursued in the case just reported was not the correct 
one, for he believed it had been demonstrated very clearly that 
any meningitis demands such a course where there is the slightest 
hope of arecovery. We have too often erred on the side of 
conservatism. He hardly agreed, however, with the weight 
that Dr. Kopetzky attached to the value of lumbar puncture. 
As he had watched the results obtained in our own city and also 
abroad, it seemed of very doubtful value. We could only claim 
that it has a certain diagnostic value. As a therapeutic agency 
he doubted whether Dr. Kopetzky had gained anything more 
than the relief of pressure, which could have been secured in 
other ways, such as opening the mastoid and eliminating the 
field of infection, together with opening the dura and letting 
out the cerebro-spinal fluid. 

Dr. HELD, referring to the remarks that had been made in 
regard to the danger of ventricular puncture, said that when the 
puncture was done sufficiently low and in the descending horn 
of the ventricle, there did not seem to be any probability of 
injuring the middle meningeal artery. The question brought 
up by Dr. Harris as to the therapeutic value of lumbar puncture 
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could not be unquestionably agreed to. It seemed reasonable 
that it was done, not only to relieve the pressure, but by the 
removal of this fluid a new fluid was caused to be formed which 
had more or less bactericidal power, and thus contributed to the 
cure of the meningeal disease. 

Dr. Kopetzky, in closing the discussion, said that the possi- 
bility of a subdural abscess had been absolutely ruled out by the 
finding of pus in the ventricle. In drawing the pus from the 
ventricle a canula had to be used; the pus in the ventricle was 
not connected at all with that under the dura; there was no 
fistula apparent. Of course there always was danger in per- 
forming ventricular puncture—the middle meningeal artery 
might be wounded ; but the procedure was safe if you entered 
the descending horn of the ventricle. As to the condition of 
cases seen on the autopsy table, they were not the ones by which 
to judge of pathological findings in the meningitis of the living. 
Moribund cases, or those which are about to go on to exitus, are 
not the ones upon which an operation is suggested, but rather 
upon those in which the complications were just beginning, and 
where the picture presented demonstrates a meningitis. Here 
results can be obtained. This has been established by the work 
of Macewen, Alexander, and the others who had been quoted. 
If only one case is saved, it is well worth the attempt. The 
saving of the life of this little child is well worth the effort made. 

In any given case of lumbar puncture the significance of the 
findings varies, but at least one can, by this means, keep the 
intracranial pressure down—can keep the general condition good, 
and gain time, and with a local counter-opening you can give 
nature a chance to assert herself, and the patient may recover. 
In this, however, as in any other procedure, the interference 
must be prompt, and should not be delayed until the brain and 
meninges were too deeply involved. 


REGULAR MEETING, NOVEMBER 8, 1906, DR. E. GRUENING, PRESI- 
DENT, IN THE CHAIR. DR. W. H. HASKIN, SECRETARY. 


An unusual type of acute mastoiditis. C. G. CoakKLEy, 
M.D. 

D. S. female, twenty months old, was referred to me on the 
evening of April 17, 1906, by Dr. E. Fosketrt of this city. The 
mother stated that the child had been perfectly well until the 

















Otological Section, N. Y. Acad. of Med. 573 


day before, when she noticed a marked swelling behind the left 
ear. The child had eaten and slept well but apparently had a 
slight fever. Examination showed a well-nourished child with a 
mass behind the left ear in the mastoid region. The auricle 
stood out at nearly right angles to the skull and at first glance 
presented the typical picture of a mastoiditis that had perforated 
the cortex with pus formation beneath the skin. On palpating 
the mass, however, it was found practically not to be tender, 
of extreme hardness, no fluctuation, nor pitting on fairly firm 
pressure, skin very slightly movable. The mass seemed to be 
confined to the temporal bone, its maximum prominence just 
above the level of the external auditory meatus. From here it 
extended upward to the temporal region in front of the auricle, 
fading away above at the upper limits of the temporal bone. 
There was no redness of the overlying skin. Examination of 
the drum membrane showed the least suspicion of hyperzmia. 
but without bulging. The right drum membrane was normal in 
appearance, nose and throat normal. Temperature at the time 
of examination was 102°, pulse 140. The absence of any sys- 
temic symptoms, the slight involvement of the drum, and the 
dense hardness of the mass were very different from the ordinary 
picture of mastoiditis. On the morning of April 18th, Dr. 
Robert Lewis, Jr., saw the patient. The swelling behind the 
ear at that time was somewhat less, still the same slight hyper- 
emia of the drum and a slight bulging posteriorly and superiorly. 
He advised incising the drum, which I did under chloroform 
anesthesia. ‘The canal was thoroughly sterilized with a solution 
of bichloride followed by alcohol, and a free incision made in 
the posterior half of the drum membrane. There was prac- 
tically no bleeding, merely the escape of a small amount of tur- 
bid, gelatinous secretion which was collected on sterile cotton, 
spread on slides and submitted to Dr. E. K. Dunham for micro- 
scopical and bacteriological examination. Dr. Dunham reported 
a mucoid secretion with few pus cells and a pure culture of a 
germ which had all the appearances of the influenza bacillus. 
The child was taken home with instructions to irrigate the ear 
with hot 1:5000 bichloride solution every two hours and to apply 
hot applications in the form of a poultice behind .the 
ear. 

On April 19th the child was brought to my office. Rectal 
temperature had risen to 103°; no pain. Dr. Foskett reported 
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that at the first irrigation only was there any discharge with a 
small amount of stringy, mucoid material ; subsequent irrigations 
brought nothing from the canal. The swelling behind the ear 
was of the same size and hardness as when first examined, and 
with a faint redness of the skin probably owing to the poulticing; 
practically no tenderness on pressure. In view of the tempera- 
ture and high pulse rate, ranging from 140 to 160, the mother 
was advised to have an exploratory incision made with a view to 
determining the nature of the process, which in all probability 
was an atypical mastoid involvement. As the mother had her- 
self been a victim of acute mastoiditis, for which she had been 
operated with the result of total destruction of hearing on the 
affected side, she said she would rather see her child dead than 
undergo such an operation attended with loss of hearing, 
Although I explained the dangers of letting such a condition go 
without operation, no persuasion on my part could induce the 
parents to allow the child to be operated on. The mother then 
took the child to the New York Hospital where it was kept 
under observation until April 23d. I am indebted to the New 
York Hospital for the following extracts from the record: 
Temperature varied on April 19th from 104° at 2 P. M. to 103.8° 
at 5 P.M. and 104.8° at6 p.m. The ear was irrigated ; a small 
mucous clot came out. On April 2oth, the temperature ranged 
from 103 ° at 4 A. M. down to 100$° at 6 p.M. The ear was irri- 
gated, no pus or mucous ; slept fairly well, no nourishment taken. 
On April 21st, the temperature ranged from 102° to 1o1}°®, 
leucocytes 15,000, polynuclear 71%. On April 22d, the tem- 
perature ranged from 101.8 ° in the morning to 100.6 ° at night. 
Swelling behind the left ear shows slight tenderness, discharge 
from left ear moderately profuse; diagnosis mastoiditis, and on 
April 22d the surgeon at the New York Hospital strongly 
advised a mastoid operation, but again it was refused and the 
child was removed from the hospital to her home. 

Dr. Foskett saw the child on April 23d and gave me the 
following history: Temperature at 3 A. M. 103.2°, 11 A. M. 
102.3 °; left ear discharging freely; swelling behind ear somewhat 
reddened, slightly tender ; child very restless at night, complain- 
ing of some pain in right ear. I saw the patient on April 24th 
at noon. Temperature 105 °, moderate redness, slight tenderness 
of swelling behind left ear, considerable purulent discharge from 
left canal. Right drum membrane red, bulging in posterior and 
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superior portions. Immediate operation was advised, to which 
the mother consented. 

Operation at 3 P.M. Usual incision behind left ear. After 
incising skin, knife passed into a rather dense infiltrated area of 
about the consistency of untanned leather which practically did 
not bleed. The maximum thickness of this infiltration opposite 
the external auditory canal was § of an inch. On peeling the 
periosteum forward and backward the ordinary shaven-beard 
appearance at about the middle of the mastoid area was seen 
with a perforation of the cortex 4 of an inch in diameter. No 
pus or softened area was found along the track of the incision 
or between the periosteum and bone. The whole of the mastoid 
cells were infiltrated with a gelatinous, ropy mucoid material ; 
the bone was soft and easily removed with curette. The mas- 
toid cell area extended rather far posteriorly, and anteriorly into 
the zygomatic process. The inner table of the mastoid was not 
softened in any place. The sinus was not exposed. The wound 
was packed with iodoform gauze, sutures taken in upper 
and lower angle, ordinary aseptic dressing applied. Smears 
were made from the secretion in the mastoid and sent to Dr. 
Dunham for examination. He found, as in the first examination 
of the discharge, a very small proportion of pus cells, considera- 
ble amount of mucus, and a pure culture of a germ which had all 
the appearances of being the influenza bacillus. A free incision 
was made in the right drum after sterilizing the canal. A cou- 
ple of drops of ropy muco-pus exuded. Smears from this 
showed pus and diplococci. The right ear continued to dis- 
charge for about two weeks. The patient’s temperature 
remained in the neighborhood of 102° for two days and then 
dropped to normal and stayed so. Sutures were removed on the 
fourth day, packing on the 6th. It was found that the infiltra- 
tion external to the bone had absorbed without breaking down. 
On May 11th the wound had completely cicatrized. The child’s 
hearing is perfect in both ears. 

Dr. GRUENING said that these granulomata were frequently 
seen after mastoid operations in children that were not well 
nourished or well cared for, and that he was loth to accept the 
diagnosis of syphilitic granuloma for such cases. He had seen 
many of them get well without antisyphilitic treatment, and sup- 
posed that others had also. This little girl was the child of 
healthy parents, and showed absolutely no trace of syphilis. 
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There was merely a wound that did not heal, and this was not 
altogether unusual. 

Dr. CoaKLey said that even after the head was shaved he 
-could not tell from the feel of the mass that it was soft tissue, or 
that the whole outer table of the mastoid had been pushed out— 
there was such a large mass between the bone and superficial skin, 

Dr. RoBerT Lewis, Jr., said that he had seen Dr. Coakley’s 
case, and that the feature of interest in it was the bone- 
like hardness of the infiltrated area behind the ear; it seemed 
more like an osteoma than like cedematous tissue. 

Dr. A. A. BERG reported a case of otitic abscess in the left 
temporo-sphenoidal lobe. Mrs. F., forty-two years old, German, 
married, had suffered from a left-sided chronic otorrhoea for many 
years ; the discharge from this was never very profuse; it was 
intermittent, and of a sero-purulent character; she never had 
any pain in the ear or mastoid region. There had been no ear 
discharge for a number of weeks prior to the present illness. 
On May 5, 1906, she suffered with headache, nausea, vomiting 
(the latter not projectile in character). She had no dizziness, 
fever, or chills. Between May 5-20 she was more talkative than 
usual, but was always rational. On May 2oth, at breakfast she com- 
plained of headache. By the afternoon she had forgotten people’s 
names; there were no convulsions. She vomited once (not pro- 
jectile). In the evening she could hardly speak at all. Dr. B. 
Sachs saw the patient in consultation with her physician, Dr. 
Charles Goodman on May 23, 1906. He found the patient in a 
condition of semi-stupor, with slight rigidity of the neck, a slight 
degree of left facial paralysis, and some weakness of the right 
upper and lower extremities, and with increased reflexes in the 
right arm and leg. The pupils were equal, and reacted to light ; 
there was no paralysis of the eye muscles, but there was a slight 
optic neuritis. 

The semi-stuporous condition was found by Dr. Sachs to be 
due largely to an entire inability of the patient to comprehend 
speech. Spontaneously she spoke correctly enough, but occasion- 
ally used words which she did not intend to use. There was no 
ear discharge, though there were a number of old scars on the 
left drum membrane. 

The history of chronic otorrhea, the optic neuritis, the head- 
ache, and vomiting led Dr. Sachs to diagnosticate a cerebral 
abscess. The sensory aphasia led him to locate it in the temporo- 
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sphenoidal lobe, and the weakness of the right upper and lower 
extremities, and the increased reflexes therein, together with the 
paraphasia and the absence of convulsive seizures, induced him 
to believe that the abscess was encroaching upon the fibres lead- 
ing from the motor centres—in other words that the abscess was 
a subcortical one in the temporo-sphenoidal lobe. 

At the time of operation these diagnostic points were all. 
substantiated. 

Operation, May 24, 1906.—Though there was no external evi- 
dence of mastoid affection, this bone was first of all exposed and 
opened. All of its cells had been obliterated, and its structure 
was sclerosed and very dense. The sinus was exposed, and was 
seen to be about 4 of an inch behind the posterior wall of the 
bony meatus; the antrum was entered with a probe, but its 
complete exposure would have entailed a very slow and labori- 
ous dissection of the sinus, and, in view of the fact that no 
evidence of disease was seen in the mastoid or antrum, it was 
decided to at once proceed to deal with the cerebral condition. 
The mastoid incision was therefore prolonged upward and for- 
ward in a curved direction, so as to expose the squamous portion 
of the temporal bone, and the soft parts and periosteum were 
reflected from this for a space of about 1} inches in diameter. 
Starting from the roof of the antrum and tegmen tympani, the 
squama was removed with chisel and rongeur forceps over an 
area as outlined above. There was no visible cere bral pulsation 
and the dura bulged considerably. With a large-sized trocar 
aspirating needle, a puncture was made into the temporo- 
sphenoidal lobe, about 1 inch beneath the cortex. About 2 
drams of sero-turbid fluid were first aspirated, and then thick, 
creamy pus. The needle was left z# sttu, the dura incised for 
about 4 inch alongside of the needle, a grooved director passed 
along the needle into the abscess cavity, and then the opening 
enlarged with a dressing-forceps. About two ounces of thick, 
creamy pus were evacuated. Drainage at the most dependent 
point by soft-rubber tube and two narrow strips of plain sterile 
gauze ; closure of soft parts down to emergence of drain ; dry 
aseptic dressing. The patient was not at all shocked by the 
operation. There had been very little hemorrhage. 

The next morning the patient’s sensorium was much clearer; 
she was able to talk and recognize familiar objects, though 
unable to name them. In the afternoon she was able to name 
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some things. Rapid recovery took place. In forty-eight hours 
the aphasia had almost entirely disappeared, likewise the weakness 
of the extremities and the left facial paralysis. The drainage 
tube was removed after ten days, the abscess cavity rapidly con- 
tracted, and the patient was discharged cured after three weeks. 
At present she feels entirely well. There is no ear discharge. 
The defect in the squama of the temporal bone has been almost 
entirely filled in by new bone. There is no hernia cerebri. 

Comments.—From a neurological point of view the case is of 
interest : 

1st. Because of the rapid recovery of speech after the evacua- 
tion of the abscess. 

2d. Because the abscess corresponds in every way to clinical 
findings prior to operation. Dr. Sachs especially insists upon 
the presence of sensory aphasia for the diagnosis of left-sided 
temporo-sphenoidal abscess. He further insists that this symp- 
tom should always ,be especially examined for, and that the 
physician should not be deceived as to the absence of aphasia by 
the fact that the patient is able to talk coherently. This symp- 
tom, he is of the opinion, cannot be made out unless it is specially 
examined for. 

From a Surgical standpoint the case is of interest because it 
enables us to open a discussion as to the best manner of ap- 
proaching and draining temporo-sphenoidal abscesses and cerebral 
abscesses in general. 

The two cardinal requisites for the successful surgical treat- 
ment of cerebral abscess are (a) free exposure of the area in 
which the abscess lies, and (4) drainage of the abscess cavity at 
its most dependent point. Inthe present accepted fashion of 
operating upon temporo-sphenoidal abscesses both of these prime 
conditions for success are easily and readily fulfilled. The old 
route for access to the temporo-sphenoidal lobe of Macewen, 
viz., through the squama of the temporal bone, proved itself in- 
sufficient because of the fact that, through this exposure, drainage 
of the abscess cavity could not be effected at its most depend- 
ent point. Ké6rner’s original operation, viz., through the roof 
of the attic and tegmen tympani, was similarly unsatisfactory, 
because, though it sufficed for drainage at the most dependent 
point, it afforded insufficient exposure of the affected brain area. 
The combination of both these operations, viz., removal of the 
roof of the attic and tegmen tympani and enough of the squama 
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for a free exposure of the temporo-sphenoidal lobe (the operation 
of Macewen), fulfils both requisites for successful treatment of 
temporo-sphenoidal abscess. 

It is different, however, with abscesses which are situated in 
one or another of the cerebral lobes nearer to the vertex of 
the skull. The surgeon in such cases trephines over the site of 
the abscess, and, after evacuation of the pus, has to drain the 
abscess cavity up-hill. Under such conditions there is, of 
necessity, retention of pus in the cavity, and the latter tends to 
burrow, and gives rise to secondary pus formation. This accounts 
for the far less favorable results which surgery achieves when we 
have to deal with abscesses situated in the higher parts of the 
brain. Inasmuch as lowering the head cannot be tolerated by 
the patient long enough to satisfy the requisite of good drainage, 
and inasmuch as the present method of draining such abscesses 
is insufficient, it is necessary in such cases to make a counter- 
opening through the skull and brain tissue over the most depend- 
ent part of the abscess cavity and establish drainage through 
such a counter-opening. This procedure has, as far as I know, 
not yet been practised, but I will certainly do it in the next case 
of this kind I am called upon to treat. 

Discussion on Dr. A. A. BerG’s case of temporo-sphenoidal 
brain-abscess. Operation by Dr. E.GRueninG. Recovery in 
three weeks. 

Dr. MCKERNON said that when this matter was discussed last 
year before the Academy, the five otologists who spoke said that 
they did not drain through the roof of the antrum or the tym- 
panic cavity. Certainly he himself never did. He regretted 
very much that he had not arrived in time to hear all of Dr. 
Berg’s report, but there was one point to which he took excep- 
tion, namely, that there was no danger of hernia cerebri when a 
large area was exposed. He thought there was danger of having 
an infection take place, for a hernia cerebri is due to infection, 
and there is this danger when a very large area of bone is re- 
moved. It had occurred in some of the cases in his service, 
but not frequently. 

Dr. GRUENING said that he had seen the patient, and she had 
certainly made a very good recovery. The wound was entirely 
closed, and there was no discharge. The patient was perfectly 
well. The general surgeon supposes that the otologist only goes 
into the abscess of the brain through the antrum roof and 
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tympanic roof, but this is not the case. The otologist has good 
results, because he does open the abscess freely and removes the 
squama of the temporal bone as well. He does not dwell upon 
that, however, but upon the fact that he drains by gravitation. 
The drainage which Dr. Berg proposes to employ in these cases 
is possible, as is evidenced by our cases. We often find it neces- 
sary to go through healthy brain tissue in order to reach the 
abscess, and then drain it through this route, and no harm 
results. There is no reason why a similar opening might not be 
made from the side in order to drain abscesses developing in 
other parts of the brain. As to the optic aphasia, this is only 
found when the abscess is in the temporo-sphenoidal lobe of the 
left side. He thought that in all cases reported by otologists 
this symptom had been noted. Sensory aphasia is easily dis- 
covered. Patients speak very fluently of things which concern 
them and others, and also mention things they cannot see, but 
they cannot name the things that they do see. They may speak 
of a watch, a glass, or a pencil, but if you show them these 
articles they cannot name them. 

Dr. Gruening said still that he wished to emphasize the point 
that otologists do not confine themselves to opening an abscess 
merely through the tympanic cavity and the antrum roof. 

Dr. DvEt said that in all the cases where he had operated he had 
removed the squama, and approached the abscess through that 
portion of the dura. Experience had somewhat altered his 
judgment in regard to the opening of brain abscess cavity. He 
now felt that turning back a large flap of dura was a frequent 
cause of hernia cerebri, and advocated a small opening through 
the dura into the abscess cavity, if possible, leading from the 
point of infection through the “stem” caused by the adhesion 
of dura to the underlying membranes into the cavity. 

Dr. Lewis said that he always removed a sufficiently large 
portion of the squama, so as to obtain plenty of room for 
operative procedure. In going through the dura he generally 
made a curved incision, which tended to prevent a hernia 
cerebri. He generally sewed up a portion of the dura, putting 
in one or two sutures, 

Dr. KENEFICK said that he noticed that Dr. Berg spoke of 
drawing the fluid from the abscess cavity by a syringe. This 
point had been discussed at otological meetings, and it had been 
agreed that it was possible to encounter pus of such consistence 
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that it would not enter the needle of an ordinary syringe. An- 
other point which should be mentioned in connection with 
abscesses in this region was the possibility of a secondary or 
multiple abscess. It has happened several times in the last few 
years that multiple abscesses have been overlooked. 

Dr. EaGLeTon said that Dr. Berg had spoken of removing 
three ounces of pus, and in an abscess of that size it would not 
be overlooked. It had been his unfortunate experience to at- 
tempt to drain an abscess by the upper route and to miss the 
abscess. That would not have been possible had he opened 
the tympanic bone and gone in below. At that time it was the 
teaching of Macewen to make a large flap. These cases can 
only be successfully reached by going through the tegmen 
tympani. 

Dr. Bere said that he was greatly indebted to the members of 
the Section for the free discussion of the case and for the num- 
ber of points that had been brought up. As to the question of 
aspirating with a needle, he thought it a great mistake to use a 
fine needle. The one he used was practically a trocar, and no 
pus could fail to enter it. If a needle of that calibre were not 
available he would make use of a scalpel. As to a hernia cerebri 
developing after the operation, he had understood Dr. McKernon 
to say that it only develops after infection, and would like to 
know to infection of what structure he referred. 

Dr. McKErnown said that hernia cerebri does occur after infec- 
tion in a great many cases, and certain authors have claimed 
that it only occurs after infection of the cerebral substance. 

Dr. BerG replied that infection of the cerebrum would un- 
doubtedly give rise to hernia cerebri, and that he had seen it 
several times. 

In reference to secondary abscesses that were undrained, he 
did not see how, with a single abscess of the brain properly 
drained, at its dependent point, there could be any development 
of a secondary abscess. 

With regard to the size of the opening in the bone, he did not 
think it mattered how much bone was removed. He had re- 
moved as much as four or five inches of a skull, and had used no 
care to make it of any particular shape or size. He thought 
that the shape of the incision into the dura was immaterial. It 
should not be made any longer than is essential for the draining 
of the abscess, 
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As to the point brought up by Dr. Gruening, the original method 
of drainage taught by Macewen was through the squamous por- 
tion of the temporal bone. This was rejected by Koerner, who 
went in through the roof of the antrum, and the tegmen tympani, 
and it was not until Macewen added to the removal of the roof 
of the antrum and tegmen tympani the simultaneous removal of 
the squama that Koerner altered his operation and accepted the 
Macewen method. Dr. Sachs doubtless had reference to Koer- 
ner’s original method in his discussion last spring. Dr. Sachs 
advocates a large opening both for free exposure and for free 
drainage, and the latter at the most dependent point. 

As for missing small abscesses by going in at the upper route, 
he thought Dr. Eagleton was right, but Koerner suggests that 
abscesses of the brain are usually close to the bone that has 
given rise to them. It is his idea that they are due to trouble in 
the tegmen tympani or roof of the antrum. 

Dr. WIENER said that Dr. Berg deserved congratulations for 
the successful outcome of this case. He thought that the recog- 
nition of symptoms which would point so accurately to the 
localization of an abscess should be noted. The presence of 
sensory aphasia, the hemiparesis, and the absence of all convul- 
sive seizures of either the general or the Jacksonian type pointed 
to the temporo-sphenoidal lobe and to its subcortical position. 
An important point was the presence of the sensory aphasia. A 
great many cases occur in which, if we would make a more accu- 
rate examination, this symptom might be demonstrated. There 
are cases in which the patient is said to be stuporous, dazed, or 
bewildered, and yet, if an accurate examination were made and 
this symptom looked for, it would be noted. Inthe present case 
the accurate localization was due to the fact that the symp- 
toms pointed directly to the location of the abscess, and were 
recognized. 

Dr. HERMAN Knapp inquired whether the eye had been 
examined, and Dr, Bere replied that there was a very slight 
optic neuritis discovered. Dr. Knapp said that examination 
of the field of vision was frequently of advantage, as hemianop- 
sia indicated an interruption of the optic tract. 


Report of a case of thrombosis of the lateral sinus and 
complete obliteration of the internal jugular. Emit Gruen- 


inc, M.D. 
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The patient was a young girl sent to the hospital by Dr. H. W. 
Berg, who had seen her in consultation. She had symptoms 
which he recognized as due to thrombosis of the lateral sinus, 
and he sent her to Mt. Sinai for treatment. 

The patient gave a history of having repeatedly had a temper- 
ature of 106° and more, oscillating to normal, and accompanied 
by chills and vomiting. In the intervals between the attacks she 
seemed to be quite well. She said she had had no discharge 
from the ear so far as she knew. Two weeks previously the ear 
had pained somewhat, and then the chills and vomiting occurred. 

The ear was examined and showed a small opening in the 
drum, but no discharge. The mastoid was not tender. The pu- 
pils were irregular, one being wide and the other small, and there 
was a pronounced optic neuritis ; the neck was tender and there 
were large glands near the jugular vein, and the external jugular 
was very large. The patient had no fever, her temperature be- 














ing only 100°, 

With the tenderness in the neck, the optic neuritis, and the 
perfect well-being upon which she prided herself, a diagnosis of 
sinus thrombosis was established. The mastoid was hard ; there 
was no cell, only a large antrum ; the whole mastoid was ebur- 
nated, and the antrum was filled with cholesteatomatous material 
and pus. A perforation of the posterior wall of the antrum led 
to the sigmoid sulcus and allowed the pus to accumulate there. 
There being no cells,there was no tenderness, and mastoid disease 
was not suspected. The pulsation of the sinus was quite plain. 
The bony covering of the sinus was removed and a perisinuous 
abscess was found. The sinus was found to be plugged. With- 
out removing the thrombus, the jugular vein was dissected, and 
was found to be completely obliterated. No plug was found in 
the jugular although the exploration was carried clear down to 
the clavicle. The whole jugular was obliterated from the angle 
of the jaw to the clavicle. The jugular was removed, and then 
the thrombosis, which extended into the lateral sinus about half 
way to thetorcular. When all of the thrombus had been removed 
there was bleeding from above but none from below. 

In looking over his hospital cases Dr. Gruening found that in all 
the instances where the jugular had been obliterated and the clot below 
could not be reached, the patients had died, and he naturally made 
an unfavorable prognosis in this case also. 

Upon consultation with Dr. A. A. Berg, however, it was de- 
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cided that if the patient did not do well, the clavicle should be 
lifted and the jugular followed into the subclavian region, in order 
to try to reach the clot. Fortunately, the patient recovered and is 
now up and about. ‘The operation was performed on the 17th of 
October, now three weeks ago, The patient has still about as 
much optic neuritis as at first, but this recedes very slowly and 
otherwise she is quite well. 

Dr. Harris inquired what was the condition of the middle-ear, 
and also whether this procedure which was referred to had been 
done experimentally or clinically. He was entirely unacquainted 
with it. 

Dr. Lewis said that some time ago he had reported a case 
where the jugular was obliterated and the clot extended into the 
subclavian vein. The patient was in extremis at the time of the 
operation and died four hours following the operation. He was 
quite positive that the clot extended into the innominate vein 
and felt at the time that the operation was incomplete, but to go 
further would mean the death of the patient on the table. He 
had inquired of several surgeons as to the methods to be pursued 
in similar cases, but could not find one man who had ever gone 
down into the subclavian vein and explored and tied it. 


Discussion on Dr. GRUENING’s case of thrombosis of the 
lateral sinus and obliteration of the internal jugular. 


Dr. H. W. Bere said that he did not know that he could add 
much to Dr. Gruening’s extensive and special report, except for 
the interest that the case had for him from a diagnostic and 
general medical standpoint. He had seenthe case but once in 
consultation outside the hospital. The attending physician had 
considered it a case of possible typhoid or cerebro-spinal menin- 
gitis ; the latter possibility he based upon the fact that the patient 
lay in bed with a very rigid neck. However, Dr. Berg found 
the rigidity more like that of Pott’s disease than spinal men- 
ingitis, both sides of the neck being held tense and rigid,—the 
patient keeping the back and side muscles of the neck in- 
tensely contracted to prevent the moving of the spinal column 
for fear of the pain resulting from such movements, The 
patient did not give Dr. Berg the impression of having typhoid 
fever, although the temperature curve was compatible with either 
typhoid or cerebro-spinal meningitis. 

Upon examination of the mastoid Dr. Berg found no tender 
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ness or pain and no swelling ; however, in passing his finger over 
the side of the neck he found a rigid line extending from the front 
of the mastoid tip down to the clavicle, and it was upon this 
rigid line in the location of the jugular that he based his diagno- 
sis of jugular phlebitis,—possibly an obliterating phlebitis, with 
the clot filling up the vein. The feeling was that which we ob- 
tain in an obliterating phlebitis, or a phlebo-sclerosis in any 
other part of the venous system. The most interesting feature 
was the hardness of the vein, and the readiness with which a 
diagnosis of thrombosis in the jugular vein could be made. The 
cerebral symptoms together with the septic temperature curve 
prompted the additional diagnosis of sinus thrombosis. He had 
been very fortunate in securing an immediate bed in the hospital 
for this patient, and prompt and careful operative treatment by 
Dr. Gruening, for without the aid and skill thus secured she 
would have died in a very short time of her septic sinus jugular 
thrombosis. 

Dr. LEDERMAN said that he would like to know Dr. Gruening’s 
method of the after-treating of the wound, A few years ago he had 
reported a case where the clot extended into the subclavian 
vein, and he had ligated the vein without resetting same, leaving 
the neck-wound open. A re-infection of the sinus toward the 
torcular occurred, rendering necessary other operations within 
ten days, but the patient recovered, although the infections were 
very severe. At onetime the temperature was as high as 106°, 
with repeated chills, 

In this instance the region of the jugular bulb had been ex- 
posed and thoroughly cleansed. The internal jugular vein was 
much contracted and difficult to find. The speaker desired to 
learn if any of the gentlemen present had employed the method 
of Ballance, 7. ¢., in bringing the remaining portion of the jugular 
vein out of the upper part of the neck wound, and permitting 
drainage externally, the remaining portion of the wound being 
sutured. 

Dr. RICHARDs said that he understood Dr. Gruening to say 
that while the sigmoid sinus and jugular bulb were blocked, the 
jugular vein was collapsed, though it contained no thrombus. 
This class of cases had been of particular interest to him because 
the clinical phenomenon of collapse of the jugular without 
thrombosis threw considerable light upon the excursion made by 
the jugular during the respiratory act, ¢. ¢, the manner in which 
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the vein is filled and emptied. To appreciate the conditions 
causing collapse in these cases, we must consider certain hy- 
draulic factors which influence the sinus system, 

The question first arises: “Why, with the jugular and its 
branches unobstructed by thrombi, is there no blood-flow through 
these vessels?’” The mere condition of jugular collapse argues 
that the side tributaries to the jugular exert little primary influ- 
ence in opening or keeping open this vessel after inspiration has 
obliterated its lumen. How, then, does the vein open, as through 
the tenuity of its walls it is incapable of opening itself? In the 
architectural] arrangement of the bulb we find the mechanism 
which is largely responsible for the act. First the upper portion 
of the jugular is capped by a “cornucopia” with its base held 
up as a receiving cup to the jugular bulb. ‘The incollapsible 
character of this funnel, together with the fact that its apex is 
directed into the upper end of the jugular, allows the stream of 
blood from above to impinge against the collapsed tube, “end 
on.” The columns of blood to the side tributaries to the jugular 
enter at disadvantageous angles and impinge upon a collapsed 
tube, which acts as a “bumper.” This blood can gain no 
entrance until the jugular has been opened or “inflated,” so to 
speak, by the current from above, 

A second factor which renders the cornucopia which caps the 
jugular a highly efficient mechanism is the current of the inferior 
petrosal sinus which enters on its inner wall and shoots its cur- 
rent directly into the apex of the funnel. The current of the 
inferior petrosal is a positive factor in prying open the collapsed 
upper end of the vein upon the end of the inspiratory act. 

At the same time that the jugular is being opened from above 
downward through the influence mentioned, it is also being 
opened from below upward by blood regurgitating from the deep 
portion of the jugular in the neck. The valve in the lower 
portion of the jugular, as has been demonstrated upon recent 
cadavers, does not completely prevent regurgitation, but allows 
of a physiological regurgitation, as do certain heart valves. The 
wave opening the jugular from below upward meets the wave 
coming from above downward, and as the respective waves open 
the collapsed vein, and as the points of entrance of the side 
tributaries are passed, these latter vessels then, and not until 
then, pour in their volumes to the best advantage. 

When, therefore, through thrombosis, the jugular bulb and the 
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inferior petrosal sinus become blocked and the “ funnel” action 
of the cornucopia abolished, we have the clinical phenomenon 
of collapse of the jugular without thrombosis. The side tribu- 
taries not infrequently partake of this collapse. I have seen the 
facial obliterated for some distance from the jugular. It will be 
found, as a rule, in these cases that the collapse of the jugular 
extends down to the highest point reached by the regurgitated 
wave from below. Given the element of time, the collapsed walls 
of the vein eventually become sealed and pass into the condition 
of a cord. 

The obliteration of the jugular tree through the above influ- 
ences is in reality a beneficial outcome, as the general collapse 
tends to block sepsis from the system. The conditions, however, 
which bring about collapse, suggest extreme invasion—that not 
only the bulb is blocked, but that the by-paths to the bulb are 
blocked also, avenues surgically inaccessible. It is for this reason 
that not only the mortality is high, but that death is due, as a 
rule, not to general sepsis, but to meningitis or some other intra- 
cranial complication. 

Dr. GRUENING, in closing the discussion, replied to Dr. Harris’s 
question by stating that Grunert proposed the operation of sawing 
through the clavicle, In some cases he has been able to remove 
the clot, If this case had not done well he would have resorted 
to this method. It has been practically tried and found useful. 

In response to Dr, Lederman’s inquiry, Dr. Gruening said that 
there was a large infected area from the clavicle to the bulb, 
and in order to drain thoroughly he left the wound open and 
packed it with iodoform gauze. 

The lumen had become closed, but there was no thrombus in 
the vein, and the same condition prevailed in the facial vein, 
which had also collapsed. The condition went much farther 
than the clavicle, 

He had been very agreeably surprised at the favorable outcome 
of the case. The girl had a fever for a few days, but that was 
due to a local abscess, On introducing the dressing forceps into 
the region of the bulb a tablespoonful of pus escaped, but after 
that the recovery of the patient was uneventful. In future he 
would be more ready to look for good results in these cases, 
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Dr. Duet reported a fatal case of cerebellar abscess and 
exhibited the brain. The patient was a woman, who came to 
the hospital with a history of chronic middle-ear disease, and 
complained of pain in the right side of the head. There was a 
fetid discharge in the right ear. No tenderness shown over the 
mastoid. Operation was refused, and she left the hospital. Two 
days later she was admitted in a semi-comatose condition. Mor- 
phine had been administered by some physician outside. When 
seen by Dr. Duel there were slow respirations, narrow pupils, a 
pulse of 60, and a subnormal temperature. The patient died 
two hours later. The autopsy showed an abscess of the right 
lateral lobe of the cerebellum. Infection had taken place from 
the wall of the lateral sinus. There was no clot in the sinus, but 
it was bathed in pus. 

Dr. Harris inquired as to the condition of the inner ear. All 
recent authorities lay stress on the frequency with which cere- 
bellar abscess is found associated with disease of the inner ear. 

The CHAIRMAN referred to the statement of Mr. Ballance at 
the recent meeting of the American Medical Association that 
cerebellar abscess was about twice as frequent as cerebral ab- 
scess. His statistics were quite different. In thirteen cases 
reported, it was three to one in favor of cerebral abscess. 

Dr. GRUENING showed the clamps used by Jansen for closing 
the mastoid wound. These were not new, but had never been 
used by him till this fall. He now employed them with much 


satisfaction. 
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Discussion —Dr. DueEw said that he had used them, but that 
his experience was not so pleasing. 
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Dr. Lutz presented photographs of cabinets used by him in 
his office. 

Dr. McKErnon reported a case of accidental wounding of 
the internal carotid artery in the course of a Schwartze- 
Stacke operation. The patient was a child of fourteen, who suf- 
fered from chronic middle-ear disease and mastoiditis. The usual 
incision was made and the mastoid was found broken down. The 
operation was completed, except cleaning out the mouth of 
the Eustachian tube. A sharp curette (used on account of the 
amount and character of the bone) was introduced, and several 
pieces of bone removed. Suddenly it was felt to break through 
the anterior wall. There followed immediately an alarming flow 
of blood. This was checked by firm tamponing ; no recurrence 
of the bleeding when the dressing was removed on the fifth day. 
The hemorrhage undoubtedly was from the internal carotid 
artery. 

Discussion.—Dr. GRUENING stated he was in the habit of using 
a dull ring curette, which he thought was safer. 

The CHAIRMAN thought that the direction of the curette, 
always anteriorly and above, was the safe one. He referred toa 
case where he had wounded the jugular bulb in the course of a 
radical operation. Pressure controlled the copious bleeding. 
Recovery was uneventful. The abnormal position of the bulb 
had been suspected from a slight elevation on the floor of the 
canal, 

Dr. Duet reported a case of mastoiditis and perisinuous 
abscess complicated by the presence of sugar and albumen in 
the urine. These both cleared up after the operation. The 
question suggested itself whether the sugar was due to excessive 
intracranial pressure. 

Discussion —Dr. GRUENING thought sugar was always an 
unfavorable symptom ; most of his cases died. 

Dr. QUINLAN reported that he had operated during the past 
six years on four cases of acute mastoiditis that was com- 
plicated with diabetes: Two male adults, forty-five and thirty- 
seven ; one young girl, fifteen ; one woman, sixty-five. Chloroform 
used in all cases. Recovery followed without serious complication. 
Dr. GRUENING thought that when the bone alone was in- 
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volved, and not the soft parts, the prognosis following operation 
was better. He raised the question whether the presence of 
sugar should not always make us hesitate to operate. 

The CHAIRMAN thought that the presence of diabetes did not 
warrant delay in a necessary operation. 

Dr. SHEPPARD had had four cases, two of which recovered, 
though the wound was slow in healing. The third case died as 
a result not of the diabetes but from infection. The fourth case, 
one of acute middle-ear suppuration following bathing, showed 
no sugar at the time of the operation, but a specific gravity of 
1.034. Immediately after the operation, however, the urine 
showed a large amount of sugar. The operation revealed a 
large cavity in the mastoid, but a healthy sinus, The patient did 
well for five or six days, but later developed a general septicemia 
and died. Dr. Sheppard agreed with Dr. Gruening that diabetes 
was distinctly an unfavorable symptom, and operation should be 
undertaken with deliberation. 

Dr. McKernon had seen six such cases in the past three 
(3) years, two died of diabetic coma within forty-eight hours 
after the operation. One of the fatal cases had been under 
close observation for some time, and operation was only decided 
upon as the lesser of two evils. 

The CHatRMAN spoke of a case of his where recovery had 
taken place even after erysipelas had developed. 

Dr, DuEL reported a case of exposure of an anomalous facial 
nerve in the course of an operation upon a diploic mastoid. The 
nerve was uncovered for a space of a quarter of an inch with- 
out any injury resulting, though it was touched, and the facial 
muscles responded vigorously several times. The cells in front 
of and internal to the nerve were full of pus. 

Discussion.—Dr. Toepiitz referred to the possibility of wound- 
ing the nerve in an operation for acute mastoiditis. He had 
heretofore thought that this was not possible, but he had recentlv 
seen such a case. 

Dr. BERENS spoke of having had a similar case. 

Dr. QuINLAN referred to a case of chronic suppuration 
operated on about five weeks ago, in which a facial paralysis 
developed on the third day after operation. Paralysis slightly im- 
proving at present, but still in evidence when patient laughs or 
attempts to whistle. 

The CHAIRMAN stated that this might occur as late as the 
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fifth day. It was due either to pressure from the packing or 
to infection. They always got well. 

Dr. SHEPPARD asked if pre-operative paralysis was a particu- 
lar indication for operation. He had seen several such cases 
which had promptly recovered. 

The CHAIRMAN said one of his worst cases of facial paralysis 
had developed without any twitching of the face during the 
operation. 

Dr. GRUENING thought that it was important not to cover the 
face too much. He does not rely upon the anezsthesist to watch 
the face. 

Dr. KENEFICK inquired if in the experience of those present 
any one had succeeded by the radical operation in clearing up a 
facial paralysis of long standing and dependent upon the puru- 
lent disease of the ear. 

The CHAIRMAN had seen one such case where recovery took 
place several months after the operation. At the time of the 
operation there was no response in the nerve to any mechanical 
stimuli. ‘The paralysis developed two years before the opera- 
tion as a result of an operation for acute mastoiditis in the hands 
of another surgeon. 

Dr. BRYANT reported a case of oto-cerebellar abscess seen 
in consultation. Child five years old ; operation—mastoid cells 
opened for fetid otorrhcoea with mastoid tenderness and high 
temperature. Sixth day—daily temperature reaches 105°, 
stupor, temporo-sphenoidal lobe explored, nothing found. 
Twelfth day—seen in consultation, slight nystagmus, tempera- 
ture ranging high, some rigidity of neck, stupor, foul purulent 
discharge and necrosis of wound. No siga of sinus thrombosis. 
Fifteenth day—opened a thrombosed suppurative sigmoid sinus 
and internal to it a very large necrotic cerebellar abscess. A 
slight remission of symptoms. At the subsequent dressings a 
considerable amount of dark, foul necrosed detritus was evacuated 
from the cerebellum, followed by flow of 1 to 3 drams of clear 
cerebro-spinal fluid. Twenty-first day—death. Autopsy find- 
ings—Weight of brain 1080 grams. Brain is injected on cortex. 
At base covered with thick, yellow pus, and fibrin. The por- 
tions of the brain lying next the mastoid operation opening are 
deficient and necrotic, covered with pus, and an abscess cavity 
large enough to admit two fingers extends laterally through left 
lobe of cerebellum, across the commissure (where it is separated 
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by a thin lamina only, if at all, from the fourth ventricle) and 
half way into right lobe. All ventricles are distended, with thin 
layer of pus on walls. The condition of the sinuses not attacked 
at the operation seems good. 

Dr. GRUENING had seen fluid follow in a case of temporo- 
sphenoidal abscess where recovery had taken place. 

Dr. GorHAM Bacon reported the following case: Patient 
seen in consultation who gave the following history: Three 
years ago he complained of deafness and a ringing noise in both 
ears, with slight attacks of dizziness and vomiting at the onset 
of each attack. Bone-conduction was decidedly defective in 
both ears. He contracted syphilis ten years ago. Blisters were 
applied over each mastoid and he was given increasing doses 
of iodide of potash. Later hypodermic injections of pilo- 
carpine were given in sufficiently large doses to produce the 
therapeutic effect. He improved under this treatment and the 
Doctor did not see him again until the past summer when he 
again complained of most violent attacks of dizziness with vom- 
iting. The hearing for the watch was completely gone and the 
bone-conduction very much diminished. For three months he 
was placed on inunctions of mercury with some improvement, 
until quite recently when he became much worse again. When 
I saw him on November 22d he was very much depressed in 
mind and there was no question of involvement of the labyrinth 
on each side. The bone conduction was practically gone. I 
advised continuing the inunctions over each mastoid, and 
commencing again the hypodermic injections of pilocar- 
pine. 

I report this case to find out the views of the members of the 
Society as to the value of pilocarpine in cases of syphilitic 
deafness. According to my experience we should use this 
remedy as soon as possible after deafness comes on in order 
to obtain the best results. 

Discussion. —Dr. Witson had seen the ear become involved 
in syphilis where the patient had been taking mercury and 
iodides for a year and a half. 

Dr. Berens felt that only when enormous doses were given 
would we get good results. He gives as high as 480 grains a day 
in peptonized milk one hour before meals, thus not to upset 
the stomach. 

Dr. QUINLAN reported a case of deafness with vertigo and 
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tinnitus of seven years’ standing that was improved by hypo- 
dermic injections of pilocarpine. The dose was started at 7/5 and 
increased until } was reached. Patient relieved of vertigo and 
subjective noises improved as well as hearing. 

Dr. EMERSON’s experience was that in congenital syphilis the 
iodides in large doses do harm, while in acquired syphilis they 


do good. 

Dr. Harris referred to a case under his care at present 
where pilocarpine administered in 4 grain doses had been of great 
benefit. The interesting feature of the case was that sexual 
intercourse always brought back the deafness. 

Dr. GRUENING was in the habit of giving it by the mouth at 
bedtime in a cup of tea. He gave only enough of the drug to 
secure sweating. Salivation was a favorable symptom from it, in 
cases of acute labyrinthine deafness. 

Dr. BERENS dwelt upon the importance of free absorption of 
the iodides. To secure this, he was wont to order Turkish 
baths to open pores of the skin, and administered the iodides 
upon an empty stomach. 

The CHAIRMAN was of the opinion that in such cases both 
the iodides and pilocarpine should be given. 
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to Osteomyelitis of the Petrous 
Pyramid, xxxv. 437; Radical 
Operation, xxxi, 151; Serous 
Meningitis, xxxv. 6, 44; Throm- 
bosis of Cavernous Sinus, xxxv. 
35; Thrombosis of the Jugular 
ulb, xxxii. 40, 41; Thrombosis 

of the Sigmoid Sinus, xxix. 70; 
Turbid Cerebro-Spinal Fluid, 
XXXili. 224; What Cases of 
Chronic Purulent Otitis Require 
the Radical Operation? xxxy. 
Itt 

Knapp, A., and Jorpan, C. H. 
R., Forty Radical Operations, 
XXXli. 81 

Knapp, H., Abscess of Temporal 
Lobe, xxix. 68; Acute Tympano- 
Mastoiditis, xxxv. 418; Aural 
Complications of Influenza, xxx. 
38; Caries of the Mastoid, xxix. 
199; Hearing Tests, xxix. 61; 
Mastoiditis with Osteomyelitis, 
XXXil. 452; Otitic Brain Ab- 
scess, xxix. 46; Perichondritis 
xxxi. 30; Personal Experiences 
of Autophony, xxix. 325; Sub- 
perichondrial Abscess, xxxii. 
208; Subperiosteal Abscess in 
the Temple, xxxv. 495; Word 
Deafness and Word Blindness, 
XXX1. 405 

Knapp, H., SCHMIEGELOFF, and 
Botey, Brain Abscess, xxxiv. 
343 : 

KoBeEL, Otitic 
XXXili. 515 

Kosrack, Infections after Re- 
moval of Tonsils, xxxili. 515 

KOERNER, O., Cholesteatoma, 
XXX. 323; Clinique, xxxii. 112, 
273; On the So-called Cyclic 
Course of Otitis Acuta, xxxv. 
523; ‘‘Otitic Brain Diseases,” 
Notice of, xxxi. 159; The Nature 
of Osteosclerosis in the Light 
of Heredity, xxxv. 441 

Ko.uer, C., Scarlatinal Otitis, 
XXXiii. 60; Sinus Thrombosis, 
XXxii. 30; Thrombosis of Jugu- 
lar Bulb, xxxiii. 363 

KopetTzky, S. J., Bier’s “ Conges- 
tive Hyperemia’’ in Otitis 
Acuta and Mastoiditis, xxxv 
23 

Gkptecenawn, K., Bone Forma- 
tion in Tympanum, xxxii. 291; 
Vibration of Solids and Fluids, 
XXXiV. 519 


Brain Abscess, 














Kuun, A., Obituary Notice of, 
xxix. 486 

Ky eg, J. J., ‘‘ Diseases of the Ear, 
Nose, and Throat,’’ Notice of, 
xxxiii. 85; ‘‘Manual of Dis- 
eases of the Ear, Nose, and 
Throat,’’ Notice of, xxxv. 322 


Labyrinth, Anastomoses of the 
Vessels of the, (G. A. Sham- 
baugh) xxxiv. 469; Anomalies 
of the, in Animals, (F. L. 
Alexander) xxxiii. 50; Anomaly 
of the, (F. Siebenmann) xxxiil. 
290; Diseases of, (T. R. Pooley) 
Xxxii, 27, 158; Hemorrhage 
into, (T. J. Harris) xxxii. 467; 
in Mumps xxx. 437; Ostitis of, 
(Scheibe) xxx. 382; Patho- 
logical Specimens of, (Brieger) 
xxx. 377; Phosphorus Treat- 
ment of Diseases of the, xxxii. 
289; Rarefaction of Capsule of, 
(Siebenmann) xxix. 156; Re- 
moval of, (R. C. Myles) xxix. 57; 
Suppuration of the, xxxiv. 335; 
(v. Hinsberg) xxxi. 112, 161; 
Syphilis of the, xxxi. 26, 360; 
© ae Affections of the, 

Amberg) xxxii. 279; (T. R. 
Pooley) XXXli. 27, 158; Trau- 
matic Exfoliation of the, (B. A. 
Randall) xxxi. 402; Vessels of 
the, in Sheep and Calves, (G. 
E. Shambaugh) xxxiv. 71 

Labyrinthine Deafness, (J. F. 
McKernon) xxxi. 34 

LakE, R., ‘“ International Direc- 
tory,’’ Notice of, Xxx. 
Ossiculectomy, XXX. 133 

Lamp, Acetylene, (M. b Leder- 
mann) XXXil. 29 

Lancwortny, H. G., Hysterical 
Mastoid Tenderness and Pain 
without Functional Disturb- 
ance, XXXV. 434 

Lateral Sinus, Abnormity of the, 
(W. S. Bryant) xxxiv. 226; 
Arterial Anomaly near the, 
(T. P. Berens) xxxii. 300; Dry 
Gauze after Operations on the, 
(H. Gifford) xxxiv. 304; Liga- 
tion of Jugular Vein in Throm- 
bosis of the, (Viereck) xxix. 
376; Otitic Disease of the, (O. 
Joachim) xxix. 251; Otitic 
Infection of the, (E. B. Dench) 
XxXxi. 154; Thrombo-Phlebitis 

(Killian) xxx. 314; 


551; 


of the, 
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Thrombosis of the, xxxi. 233, 
344; (J. L. Adams) xxix. 66; 
(E. Gruening) xxxv. 229; (R. 
Lewis, Jr.) xxxiv. 11; Throm- 
bosis of the, and Complete 
Obliteration of the Internal 
Jugular, (E. Gruening) xxxv. 
582; Thrombosis of the, and of 
the Jugular Vein, (G. L. Rich- 
ards) xxxiii. 318 

Lateral Sinus and Jugular Ex- 
section, (T. P. Berens) xxxv. 
410 

LAURENS, Otitic Brain Complica- 
tions, xxix. 388 

LEDERMANN, M. D., Bullet in 
Ear, xxxiii. 228, 313; Choles- 
teatoma, Xxxiv. 213; Microtia, 
XXXli. 211; Otitis Purulenta, 
Xxxii. 34; Portable Lamp, xxxii. 
29;Simulated Mastoiditis, xxxi. 
132; Sinus Thrombosis, xxx. 
500 

Lene, G., Otitic Brain Diseases, 
XXixX. 172 

LeIMER, F., Mastoid Operation, 
XXXili. 210 

Leptomeningitis Otitica, (F. M 
Wilson) xxix. 60; Purulent, (W. 
C. Phillips) xxxii. 298 

LerMoyYeEz, ‘‘ Therapeutique des 
Maladies de 1l’Oreille,’’ Notice 
of, xxxi. 80 

LERMOYeEz and BELLIN, Surgery 
of Otitic Meningitis, xxxiv. 341 

Leucocytic Count in Diseases of 
the Ear and Brain Complica- 
tions, (Suckstorff) xxxv. 117 

Lewis, F. M., Adenoid Operation 
in Otitis Acuta, xxxii. 223; 
Hyperexia in Tympano-Mastoi- 
ditis, xxxiii. 120; Meningococ- 
cus, XXXiii. 218; Sinus Throm- 
bosis, XXXili. 54 

Lewis, R.,Jr.,Concussion Deafness, 
xxix. 62; Lateral Sinus Throm- 
bosis, xxxiv. 11; Mastoiditis 
Acuta, xxxv. 140; Mastoiditis 
after Syringing Highmore’s 
Antrum, xxix. 398; Natural 
Radical Operation, xxxi. 29; 
Stenosis of the Meatus, xxix. 
399; Temporo-Sphenoidal Ab- 
SCe€SS, XXX. 491} XXXiV. 7 

Literature, Reports on General, 
XXix. 74, 208, 330, 474; XXXi. 
59, 250, 420; Xxxii. 48, 472; 
XXXili. 142, 333, 529; XXXIV. 
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Literature, ete.—Continued. 


236, 428, 550; XXXV. 52, 163, 
263; 502 
Luc, H., ‘‘ Lectures on Middle- 


Ear Suppuration and those of 
the Nose and Accessory Cavi- 
ties, Notice of, xxix. 243 

Lucag, A., Round Window, xxxi. 
7; Tone- and Speech-Hearing, 
XXXii. 287 

Lumbar Puncture, xxxi. 7; Value 
of, (A. Knapp) xxxili. 224, 478 


ManassE, P., Anchylosis of 
Stapes, xxix. 377; Inner Ear 
and Auditory Nerve, xxxii. 
105; Otitic Brain Abscess, xxx. 
328; Progressive Labyrinthine 
Deafness, xxxiv. 534 

Mann, M., Movement of Blood in 
Internal Jugular, xxxiii. 509; 
Mucocele of Ethmoid, xxx. 386 

MarpLeE, W. B., Mastoiditis with 
Lid (Edema, xxx. 4094 

Massage in Otology, (Schwabach) 
Xxx. 283 


Masto-Squamoid Suture, (Ader- 
mann) xXxXii. 131 
Mastoid, Anatomical Anomalies 


in Operation upon the, (W. C. 
Braislin) xxxiv. 180; Bandage 
for the, xxx. 511; Caries of the, 
(H. Knapp) xxix. 199; De- 
struction of Cellular Portion 
of the, (L. M. Hurd) xxxv. 41; 
Diphtheritic Infection of 
Mastoid Incision, (E. Gruen- 
ing) xxxiv. 350; (C. H. May) 
Xxxiv. 350; Diseases of the, 
(Opdyke) xxxiv. 215; Dou- 
ble Operation on the, (Quin- 
lan) xxxii. 211; Dressing for 
the, (F. Whiting) xxx. 499; Ex- 
foliation from the, xxxi. 29; 
Facial Paralysis after Opera- 
tion on the, (T. J. Harris) 
xxxv. 498; Fistula after Opera- 
tions on the, (W. B. Haskin) 
xxxiv. 125; Fistula of the, (T. 
Harris) xxx. 391; Five 
undred Operations on the, 
oe and Brindell) xxxiv. 
Glands of, Simulating 
aioe of, (J. F. Mc- 
Kernon) xxxiv. 312; Hysterical 
Tenderness and Pain of, with- 
out Functional Disturbances, 
(H. G. Langworthy) xxxv. 434; 
Indications for Opening the, 
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(Heilmann) XXXiV. 326; Indi- 
cations for Operations on the, 
(P. Fridenberg) xxxii. 222: 
(W. C._ Phillips) xxx. 505; 
Inferior Plate of the, (J. Dunn) 
XxXxi. 108; Neuralgia of the, 
XXX. 539; xxxi. 46; Non- -Opera- 
tive Cases of Inflammation of 
the, (G. Bacon) xxx. 7; One 
Hundred Operations on the, 
XXX. 214; Opening of the, (E. 
F. Snydacker) xxix. 427; Oper- 
ation on the, in Constitutional 
Diseases, (E. Barth) xxx. 344; 
Operation on, with Antrectomy 
and Meatoplasty, xxxiii. 509; 
Operation on, with Extension 
of Disease beneath the Pro- 
cess, (F. Leimar) xxxiii. 210; 
Operation on the, with Throm- 
bosis, (J. F. McKernon) xxxiv. 
298, 323; Osteosclerosis of 
the, (Stern) xxxii. 190, 299; 
Pain in the, after Operation, 
(j. T. Harris) xxxi. 523; 
Primary Tuberculosis of the, 
in Children, (Henrici, (xxxiv.) 
527; Sarcoma of, and of the 
Middle Ear, (E. B. Dench) 
XXxXil. 522; Secondary Anzs- 
thesia Complication, (W. B. G. 
Harland) xxxiv. 370; Seventy- 
five Operations on the, xxx. 
432; Skin Flap after Operations 
on the, (O. Pischel) xxx. 95; 
Skin-Graft after Operation on 
the, xxxi. 521; ‘‘Suggestions’’ 
in Neuralgia of the, xxxii. 61 

Mastoid Antrum, Depth of, (P. 
D. Kerrison) xxxii. 171, 214 

Mastoid Cells, Inflammation of, 
without Antral Involvement, 
(J. Dunn) xxxi. 178 

Mastoid Operation, Does the 
Concussion of, Excite Lepto- 
meningitis? (W. H. Alderton) 
XXxiv. 130; Torticollis after the, 
(A. B. Duel) xxxv. 414 

Mastoid Retractor, xxxii. 27, 465 

Mastoid Surgery, Improved Motor 
Drill for, (W. S. Bryant) xxxv. 
562 

Mastoid and Radical Operation 
under Local Anesthesia, (H. 
Neumann) xxxv. 368 

Mastoid and Tympanum, Sarcoma 
of, (E. B. Dench) xxxii. 149 

Mastoiditis, (W. S. Bryant) xxxv. 
131; (S. McCullagh) xxxiv. 
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Mastoiditis—Continued. 


323; Acute, (R. Lewis, Jr.) 
Xxxv. 140; after Syringing 
Highmore’s Antrum, (R. Lewis, 
Jr.) xxix. 398; Bezold’s, (E. 
B. Dench) xxix. 395; (J. Dunn) 
xxix. 124; (A. Guye) xxix. 386; 
(Moure) xxix. 386; Bezold’s, 
with Extradural Abscess, (E. 
Gruening) xxxv. 496; Case 
Simulating, xxx. 237, 241; 
Diabetic, (E. P. Friedrich) 
xxix. 146; (Muck) xxix. 280; 
Double, (E. Gruening) xxxiv. 
43; (Harris) xxxi. 338; (H. B. 
Hitz) xxxiv. 489; Double, with 
Diphtheritic Exudate, (H. 
Horlbeck) xxxiv. 28; Double, 
with Scleroderma, (M. Kamm) 
Xxxii. 133; Double, with Osteo- 
myelitis, (H. Knapp) xxxii. 
452; Double, with Sinus Throm- 
bosis, (G. Bacon); xxxii. 462; 
(E. Gruening) xxxv. 158; 
Double with Zygomatic In- 
volvement, (W. P. Brandegee) 
xxxiv. 367; Early Operation 
Advocated in, (E. B. Dench) 
xxx. 156; from Friedlander’s 
(?) Pneumococcus, (G. S. Dix- 
on) xxxv. 564; Ice Coil in, (C. 
J. Kipp) xxix. 65; in an Infant, 
xxxi. 28; (S. Oppenheimer) 
xxxv. 148; in Children, (Méni- 
ére) xxix. 387; Infected Cases 
of, (E. Gruening, W. C. Phillips, 
and J. E. Sheppard) xxxiv. 
351; Opening of the Sinus 
in, xxx. 40; Prevention of, 
(S. Theobald) xxxi. 402; Pri- 
mary, (E. F. Snydacker) xxxi. 
378; Recurrent, (J. F. McKer- 
non) xxix. 387; Removal of 
Sequestrum in, (W. R. Braislin) 
xxxiv. 177; Simulation of, 
(M. D. Ledermann) xxxi. 132; 
Skin Grafting after Opera- 
tions in, xxx. 134; Surgi- 
cal Pathology of, xxxiii. 317; 
Traumatic, (T. P. Berens) 
XXxiv. 233; (S. Oppenheimer) 
xxxv. 145; Unoperated Cases 
of, (Moline) xxix. 387; Unusual 
Type of Acute, (C. G. Coakley) 
XXXv. 572; with Atresia of the 
Meatus, (Mahu) xxxiv. 342; 
with Diabetes, (A. B. Duel) 
xxxv. 589; with Erysipelas, 
(E. Gruening) xxx. 495; with 


Mastoiditis—Continued. 
Extradural and Subperiosteal 
Abscesses but Intact Mt, 
(J. McCoy) xxxv. 421; with 
Herpes, (E. Gruening) xxix. 
64, 71; with Malaria, xxxi. 338; 
with (Edema of the Eyelids, 
xxx. 494; with Paralysis of 
the External Rectus, (K. Pis- 
chel) xxx. 92; with Zygomatic 
Involvement, (E. ruening) 
XXXV. 230; without IJInvolve- 
ment of the Memb. BS be 
XXXi. 131; without Middle-Ear 
or Meatal Involvement, (J. A. 
Kenefick) xxxv. 154; without 
Perforation of the Memb. 
Tymp., XXxXi. 352 

May, C. H., Abscess in Temporo- 
Sphenoidal Lobe, xxix. 69; 
Berlin Ear Cliniques, xxxv. 45; 
Otitic Brain Abscess, xxix. 42 

MAYER, Exostoses and Hyper- 
ostoses as a Cause of Severe 
Purulent Otitis, xxxv. 526 

McAuttFFe, G. B., Anzsthesia 
of Memb. Tymp., xxxi. 406; 
Aural Suggestions, xxxii. 464; 
Double Radical Operation, 
xxxiv. 309; Eustachian Cathe- 
ter, xxx. 500; Mastoid Bandage, 
XXX. 511 

McCoy, J., Mastoiditis with Sub- 
periosteal and Extradural Ab- 
scesses, without Perforation of 
the Memb. Tymp., xxxv. 421 

McCuLLaGuH, hiosinamine in 
Tinnitus, xxxiv. 212 

McKernon, J. F., Accidental 
Opening of Internal Carotid, 
xxxv. 589; Brain Hernia, xxxv. 

2; Discharge of Cerebro-Spinal 

luidfrom the Auditory Mea- 
tus, xxxiv. 350; Electrolysis in 
Tinnitus, xxix. 394; Glandular 
Inflammation Simulating Mas- 
toiditis, xxxiv. 312; Mastoidec- 
tomy, xxxiv. 298, 323,; Otitic 
Brain Abscess, xxx. 392; Pri- 
mary Jugular Bulb Thrombosis, 
XXXlii. 121, 122; Purulent Otitic 
Complications, xxxii. 216; Rad- 
ical Operation with Double 
Facial Paralysis, xxxii. 225; 
Recurrent Mastoiditis, xxix. 
395;  Sequestrum Containing 
the Facial Nerve, xxxiv. 535; 
Sinus Thrombosis, xxxii. 457; 
XXxiv. 228; Syringe, xxx. 511; 
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McKernon—C ontinued. 
Temporo-Sphenoidal Abscess, 
XXX. 235, 240; XXXi. 45 

Measles, Labyrinthine Involve- 
ment after, (G. Bacon) xxxiii. 
223; Otitic Complications of, 
XXXi. 33, 152; (J. A. Kenefick) 
XXXili. 223 

Meatus, Abnormal Membrane in 
the, (A. H. Cheatle) xxxi. 21; 
(McNaughton Jones) xxxi. 22; 
Absence of both, (L. A. Coffin) 
xxxiv. 50;.Carcinoma of the, 
xxxi. 20; Cerebro-Spinal Fluid 
in the, (J. F. McKernon) xxxiv. 
350; Epithelioma of, (H. Wil- 
son) xxxii. 149; Foreign Body 
in the, (L. Emerson) xxxiii. 241; 
Hematoma of the, (H. Wilson) 
XXxXii. 222; Local Anesthesia 
of the, (v Eicken) xxxili. 518; 
Occlusion of the, (E. L. Meier- 
hof) xxxii. 25; Osteoma of the, 
(J. H. Pooley) xxix. 54; Pre- 
vention of Operative Atresia of 
the, (E. Botey) xxxiv. 342; 
Sarcoma of the, (G. Bacon) 
Xxix. 62, 66; Stenosis of the, 
(F. Lewis) xxix. 399; Swelling 
of the, (J. F. Harris) xxxiii. 226; 
Traumatic Atresia of the, (Ru- 
dolfy) xxxiv. 505; Trichophy- 
tosis of the, (Barr) xxix. 392; 
Tumor of the, (Wilson) xxx. 
138; xxxili. 59; Ulcer of the, 
(Kayser) xxx. 376; Vaccina- 
tion of the, (T. P. Berens) xxix. 
63 

Meatus and Eustachian Tube 
Abnormal, (R. J. Held) xxxiv. 


207 

Medico-Legal Cases, Otitic, (M. 
Toeplitz) xxxiv. 46 

MererHor, E. L., Early Treat- 
ment of Middle-Ear Disease, 
xxxi. 1; Occlusion of Meatus, 
XXXii. 25 

Membrana Tympani, Anesthesia 
of, (G. B. McAuliffe) xxxi. 406; 
Excrescences of, Xxx. 526; 
Perforation of, (E. Gruening) 
XXxii. 151; Position of Manu- 
brium in, (Brunzloff) xxxiv. 506 

MENIERE, Mastoiditis in Children, 
XXix. 387 

Méniére’s Disease, (Moll) xxix. 
392;Symptoms,(P. D. Kerrison) 
XXxiv. 324; in Mumps, (C. J. 
Kipp) xxxi. 25 


Meningitis, Deafness Following 
(W. H. Haskin) xxxiv. 313 
Epidemic of Cerebro-Spinal, 
(W. C. Phillips) xxxiii. 306; 
Operation in Cerebro-Spinal, 
(Friedrich) xxxiii. 514; (J. L. 
Adams) xxxiii. 219; Otitic 
Serous, xxxi. 26, 414; Oto- 
genous, (Cohn) xxx. 291; (v. 
Hinsberg) xxx. 96; Purulenta, 
Following Radical Operations, 
(R. J. Held and, S. J. Kopetz- 
ky) xxxv. 531; Purulenta, Oper- 
ative Treatment of, (V. Hins- 
berg) xxxv. 484; Serosa, Mis- 
taken for Brain Abscess, xxxv. 
422; Serous, (A. Knapp) xxxv. 
6, 44; Tuberculous, and Otitis 
Purulenta,(A. Alt) xxxiii. 516 

Meningococcus, (J. F. Lewis) 
XXXili. 218 

Microtia, (M. D. Ledermann) 
XXXil. 211 

Middle Ear, Autopsy Exudates 
in the, (M. Goerke) xxxiii. 513; 
Fibro-Sarcoma of the, (E. B. 
Dench) xxxiii. 314; Gasserian 
Ganglion in Suppurations of 
the, (R. Hilgermann) xxxi. 321; 
Microscopic Diagnosis of Dis- 
eases of the, (E. F. Snydacker) 
xxx. 466; Natural iatiee- 
tion of the, xxxii. 210; Opera- 
tions in the, xxxi. 10; Opera- 
tions for Sclerosis of the, (W. 
H. Bates) xxxi. 16; Primary 
Tuberculosis of, (L. M. Hurd) 
XXXiv. 311; Radical Operation 
for Epithelioma of the, (T. P. 
Berens) xxxiii. 314; Reflex 
Affections of the, xxxii. 494; 
Reports on the, xxix. 79, 85, 
212, 224, 482; XXX. 57, 167, 405; 
526; Xxxi. 65, 254, 429; XXXli. 
54, 239, 486; xxxill. 347, 444, 
537; XXXIV. 143, 245, 437, 558; 
XXXV. 59, 1,70, 275, 508; Sar- 
coma of the, (E. B. Dench) 
XXXiii. 315; Tension Anomalies 
of the, (C. J. Blake) xxxi. 80, 
140; Tuberculosis of, (G. K. 
Grimmer) xxxi. 181; Tumor of 
the, (Braislin) xxx. 46 

Middle Ear and Antrum, a 
Dermatization of, (W. C. Phil- 
lips) xxxili. 226 

Middle Ear and Mastoid, Choles- 
teatoma of, (M. Toeplitz) xxxiv. 
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Mit.ican, W., Mastoid Grafting, 
EK. £5 

Mirror, Aluminum, (Wilson) 
XXXiii. 218 

Miscellaneous Notes, xxix. 102, 
208, 490; Xxx. 178, 555; XXxXill. 
172; Xxxv. 188 

Miscellaneous Papers by Title 
only, XXXIV. 325, 342, 343 

Mo.inE, Unoperated Mastoiditis, 
XXix. 387 

Moti, Méniére’s Disease, xxix. 
392 

Monotremata, Ears of, xxix. 373; 
(Denker) xxx. 378 

Moure and BriInDEL, Five Hun- 
dred Mastoid Operations, xxxiv. 


340 

MoxtTerR, Middle-Ear Tuberculo- 
sis, XXXii. 290 

Muck, Diabetic Mastoiditis, xxix. 
280; Entotic Aneurismal Mur- 
mur, Xxxii. 130; Otitic Brain 
Diseases, Xxix. 287,300; Rha- 
chitic Bone, xxix. 284; Rhodan 
in Nasal Diseases, xxxii. 128 

MUELLER, Tropical Affections of 
the Ears, xxxiv. 502 

Mumps, Méniére’s Symptoms in, 
(C. J. Kipp) xxxi. 25 

Murray, R. C., Otitic Facial 
Paralysis, xxix. 21 

Music, Impaired Perception for, 
(Alt) xxx. 373 

Myers, S. C., Hearing of the 
Papuans, xxxi. 283 

My tes, R. C., Removal of Laby- 
rinth, xxix. 57 

Myxo-Fibroma, Hemorrhage after 
Operation, (C. R. Dufour) 
XXiX. I¢ 


Naso-Endocranial Complications, 
(A. Knapp) xxxili. 57 

Nervous Apparatus, Reports on 
the, xxix. 87, 225, 410; XXX. 
62, 410,; XXXi. 433; XXXil. 252; 
XXXill. 67, 170, 445; XXXiv. 54, 
rS3,. 253; 446; XExv.. 72; 176, 
2905 

NEUMANN, H., Mastoid and Ra- 
dical Operation under Local 
Anesthesia, xxxv. 368 

New York Academy of Medicine, 
Reports of Meetings of Oto- 
logical Section of, xxix. 53; 
XXX. 45, 140, 243, 390, 500; 
EMM $5, £9t, 88t, 366, 502; 

XXXii. 23, 152, 208, 466; xxxili. 


New York Academy—Continued. 
60, 122, 225, 311, 519; XXXiv. 
48, 116, 203, 309, 533; XXXV. 
40, 137, 232, 397, 561 

New York Otological Society, 
Reports of Meetings of, xxix. 
60, 394; XXX. 36, 136, 235, 491; 
XXXl. 24, 149, 336; XXXIl. 39, 
148, 220, 295; XXXxlii. 53, 118, 
217, 304; XXXIV. 40, 125, 226, 
349; XXXV. 31, 130, 227, 588 

Nose, Anomalies of, xXxxi. 14; 
Collodion after Operations on, 
(K. Pischel) xxxi. 376; Fibroid 
of, (H. Woods) xxxiil. 173 ; Neo- 
plasms of, Reports on, xxx. 66, 
269, 413; XxXxii. 318; Papil- 
loma of the, xxxi. 3; Reports on 
Diseases of the, xxix. 91, 232, 
417; XXXi. 70, 267, 435; XXXii. 
62, 67, 301, 304, 319; XXXiii. 69, 
253, 446; Xxxiv. 55, 158, 255, 
360, 449, 461; Technique of 
Operations on the, (Denker) 
XXX. 332; Tuberculosis of, 
and the Eye, (Hinsberg) xxx. 
352 

Nose and Dysmenorrhoea, xxxi. 


435 

Nose and Naso-Pharynx, Reports 
on Diseases of the, xxix. 87, 
226, 412; XXX. 70, 275, 411, 437; 
448, 541, 546; XXXili. 69, 253, 
446; Xxxv. 976; 177,. 297; 317: 
See also Nose, Reports on Dis- 
eases of. 

Nystagmus and Labyrinthine Af- 
fections, XXXi. 414 


Obituary Notices, (C. H. Burnett) 
xxxi. 87; (A. Cramer) xxxii. 
336; (C. neeaongiyate XXiX. 105; 
(A. Fick) xxx. 554; (A. Gouguen- 
heim) xxxi. 88: (K. Grunert) 
Xxxiv. 587; (A. G. Guye) 
xxxiv. 174; (O. Heike) xxxii. 
336; (L. Jacobson) xxxiv. 175; 
(A. Kuhn) xxix. 425, 487; (E. 
W. Pyle) xxxi. 88; (De Rossi) 
xxxi. 88; (A. Schwendt) xxxii. 
336; (F. Semelder) xxx. 554; 
(H. Steinbruegge) xxx. 554; 
(Trautmann) xxxi. 280; (L. 
Turnbull) xxix. 486 

Obscure Diagnosis, Case of, (J. L. 
Adams) xxxv. 136 

OppyYKE, Mastoid Disease, xxxiv. 
215 








616 


OpPpENHEIMER, S., Mastoiditis and 
Sinus-Thrombosis in an Infant, 
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rations of the Middle Ear and 
Mastoid,’’ Notice of, xxxv. 187; 
Traumatic Mastoiditis, xxxv. 
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Ossicles, Caries of the, (Goercke) 
xxx. 384; in Attic, (E. B. 
Dench) xxxii. 42 

Ossiculectomy, (R. Lake) 133; (W. 
C. Phillips) xxxii. 24; (M. 
Toeplitz) xxxii. 23 

Osteomyelitis after Otitis Puru- 
lenta,(C. W. Richardson) xxxiii. 
z, Ox 

Osteoplastic Operations, (Kues- 
ter) xxix. 217 

OstMANN, F., Disturbances of 
Hearing i in Otitis Acuta, xxxiv. 
275; Forks for Testing the 
Hearing, xxxii. 288; Objective 
Audiometer, xxxii. 412; Ob- 
jective Measurements of Hear- 
ing, Xxxiv. 267 

Otitic Abscess Gravitation, (Deut- 
schlaender) xxx. 374 

Otitic Brain Abscess, (G. Bacon) 
XXXiii. 269; (T. P. Berens) xxx. 
36; (E. Gruening) xxix. 53; XXxXii. 
454; XXXiv. 322; (R. Lewis, Jr.) 
xxxi. 340; (P. Mamnasse) xxx. 
328; (C. H. May) xxix. 42, 69; 
U- F. McKernon) xxx. 392; 
(C. W. Richardson) xxxii. 451; 
(Stephens) xxxi. 339; (Sturm 
and Suckstorff) xxxi.. 45 
(Uchermann) xxxiii. 416; as 
Voss) xxxiii. 491; Aphasia and 
Hemianopsia in, ( Heine) 
XXXii. 292; Encephaloscope in, 
(F. Whiting) xxxii. 456; Multi- 
ple, in Temporal Lobe, (C. H 

. Jordan) xxxiii. 186; 246; 


Operation on, and After-Treat- 
ment of, (H. Knapp) xxxiv. 
343; Recovery from, (G. Kobel) 


515; (F. Voss) xxxiii. 


XXXiV. 


XXXiii. 
493; Symposium on, 
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Otitic Brain Complications, (Den- 
ker) xxxiii. 409 
Otitic Brain Disease, (G. Bacon) 
xxix. 205; (Hansberg) xxix. 
(H. Knapp) xxix. 46; (G. 
fo xxix. 172; (Muck) xxix, 
287, 300; (Witte) XXixX. 297; 
(Witte and Sturm) xxx. 482, 
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Otitic Brain Disease—Continued, 
531; Abducens Paralysis in, 
(E. Gradenigo) xxxiv. 344; Ex- 
tradural, XX1X. 379; Occurrence 
or Absence of Crossed Paralyses 
and Disturbances of Speech in 
(Takabatake) xxxv. 468; Re- 
ports on, xxix. 83, 218, 407; 
XXX. 482, 536; XxXxi. 67, 432; 
XXX1l. 56, 244, 490; XXXiii. 541, 
XXXiV. 146, 248, 442; XxxvVv. 63, 
173, 286, 511 

Otitic Brain Diseases, Changes in 
the Fundus Oculi in, (Takaba- 
take) xxxv. 464 

Otitic Cerebellar Abscess, (W. P. 
Eagleton) xxxii. 152; xxxiii. 
283 

Otitic Extradural 
Knapp) xxxi. 373 

Otitic Intracranial Lesions, (M 
A, Starr) xxxv. 232 

Otitic Leptomeningitis, xxxi. 33 

Otitic Meningitis, (A. pad 
Xxx. 513; Catalepsy in, (E. 
Dench) xxxii. 225; Surgery of, 
(Lermoyez) and Bellin xxxiv. 


Abscess, (A. 
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Otitic Multiple Brain Abscesses, 
(A. E. Wakefield) xxxiii. 273 

Otitic Pyzemia, (R. Freytag) 
Xxxiii. 495; (D. Grant) xxix. 
388; (Hoffmann) xxxiv. 529; 
(Rimini) xxx. 326; (Zaalberga) 
XxXix. 21; Recovery from, (M. 
Toeplitz) xxix. 55 

Otitis, Glycosuria after, xxxii. 55 

Otitis Acuta, xxx. 45; xxxi. 133; 
Acute Sepsis on Third Day of, 
with Examination of the Sig- 
moid Sinus, (J. Dunn) xxxv. 
544; Bier’s Congestive Hyper- 
emia in, {W; eet XXXV. 
352; (S. J. Kopetzky) xxxv 
323, 403; Bauee and Pathology 
of Mastoiditis Complicating, 
(A. Scheibe) xxxv. 475; Com- 
plicated with Labyrinthine Fis- 
tula and Paralysis of the Ab- 
ducens, (H. Hastings) xxxv. 1; 
Congestive Hyperxmia in, (B. 
Heine) xxxiv. 526; Contagious- 
ness of, (L. Wolff) xxxii. 125; 
Deafness during, (F. Ostmann) 
XxXxiv. 275; Early Treatment 
of, (E. L. Meierhof) xxxi. 1; 
Facial Paralysis in, (W. D. 
Murray) xxix. 21; Hay Ba- 
cillus in, (E. B. Dench) xxxii 
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Otitis Acuta—Continued. 
299; Infective Arthritis during, 
(W. P. Eagleton) xxxiv. 483; 
Necrosis of Mastoid in, (Schei- 
bel) xxix. 380; On the So-called 
Cyclic Course of, (O. Koerner) 
xxxv. 523; Pathology of, (Pan- 
zer) xxix. 385; Pneumonia in, 
(F. Whiting) xxxiv. 125; Prog- 
nosis of, (Albrecht) xxxiv. 522; 
Removal of Adenoids during, 
XXXii. 223; Reports on, xxix. 
79, 212, 401%, 482; XXX. 405, 
427, XXXi. 65, 254, 429; XXXill. 
537; XXXV. 59, 170, 275, 508; 
Sinus Thrombosis in, (E. B. 
Dench) xxxii. 455; Statistics of, 
(Scheibe) xxxiv. 522; Treat- 
ment of, (E. B. Dench) xxxii. 
9; Treatment of Complications 
of, (A. Wiener) xxxiv. 180, 221; 
with Diplococcic Mastoiditis 
and Meningitis, (G. Bacon) 
XXxXiv. 191, 209; with Mastoi- 


ditis, (J. F. Harris) xxxiv. 
22 
Otitis Externa, (W. H. Bates) 


xxx. 394; (Schmidt) xxx. 113; 
Diffusa, xxx. 511 

Otitis Interna, (A. a 
399; Hemorrhagica, (E. 
berg) Xxxv. 1o 

Otitis Media, in Metastatic Vis- 
ceral Abscess, (S. MacC. Smith) 
XXXili. 123 

Otitis Media Chronica, Discussion 
on, xxix. 385; Hot Air in, (J. L. 
Adams) xxix. 63; Rarefaction 
in, xxxi. 16; Rotary Burr in, 
(Sturm) xxxi. 462 

Otitis Media, and Encephalitis, 
(Voss) xxxii. 202; and Externa, 
(T. J. Harris) xxxiii. 243; and 
Nasal Empyzma, (C. M. Cobb) 
xxix. 126 

Otitis Media Mucosa, xxxi. 65 

Otitis Purulenta, Bacteria of, (W. 
C. Phillips) xxxii. 1; Bacteri- 
ology of, xxxi. 255; Cause and 
Prevention of Bone-Necrosis 
during, (A. Scheibe) xxxii. 
433; Complications of, (J. S. 
Barr) xxxv. 211; (T. P. Berens) 
Xxxii. 286; Epidural Abscess in, 
(A. B. Duel) xxxiv. 41; Epilep- 
tiform Convulsions in, (G. Ba- 
con) xxx. 497; Exostoses and 
Hyperostoses as a Cause of 
Severe, (Mayer) xxxv. 526; 


XXix. 


Am- 
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Otitis Purulenta—Continued. 
Fatal Cases of, (Hoelscher) 
XXXv. 388; ray omen Alter- 
ations in, (A. Politzer) xxxiv. 
523; Meningitis from Acute, 
(A. Knapp) xxx. 474; Operative 
Treatment of, (G. L. Richards) 
XXxi. 237; Pathology and Treat- 
ment mj (Suckstorff) xxxii. 426; 
Prognosis of, (T. Harris) 
XXxli. 211; Proper Cleansing 
in, (H. A. Alderton) xxxiv. 319; 
Radical Operation during, (E 
B. Dench) xxxiv. 15; Reports 
on, xxix. 81, 213, 405, 483; 
XXX. 57, I7I, 407, 409, 434, 
528; xxxi. 66, 231, 430, XXXil. 
55, 241, 487; XXxXili. 540; 
XXXIV. 247, 441, 563; XXXvVv. 60, 
171, 278, 510; Sepsis in, with 
Perforation, (E. Bezold) xxxii. 
349; Symptomatology and 
Complications of, (T. P. Berens) 
Xxxil. 216; Streptococcic, (C. 
G. Coakley) xxxiv. 321; Treat- 
ment of, (Ehrenfeld) xxx. 387; 
Treatment of the Complications 
of, (J. F. McKernon) xxxii. 216; 
(M. D. Ledermann) xxxii. 34; 
with Complications, Value of 
Lumbar Puncture in, (A. 
Knapp) xxxiii. 478; with Many 
Complications, (J. Gutmann) 
XXXili. 176, 232; with Reten- 
tion Symptoms, (W. Haskin) 
XXXlii. 519; with Skull Frac- 
ture, xxxi. 16 

Otogenous Brain Disease, (Suck- 

storff and Henrici) xxxiii. 12 

Otogenous Pyzemia, (Weil) xxix. 
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Otological Congress at Bordeaux, 
XXXIV. 325 

Otology, Model for Teaching, (G. 
Bacon) xxxiv. 208, 309; Neces- 
sity for the Study of, (E. 
Gradenigo and A. Politzer) 
XXXIV. 325 

Otomycosis, Carbolic Acid 
(Hepburn) xxxili. 222 

Otosclerosis, (Mueller)xxxiv. 593; 
Nature of, in the Light of 
Heredity, (O. Koerner) xxxv. 
44!I 

Ozzna, Reports on, xxx. 64, 266, 
542; XXxXi. 436; xxxii. 65; 
XXXV. 79, 177, 298 

Ozzna and Rhinoscleroma, Bacilli 

of, xxxi. 16 
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Pace, J R., Sinus and Jugular 
Thrombosis, with Metastases, 
XXxv. 138 

Palate, Height of, xxxi. 414 

Panotitis, Scarlatinal, (C. Koller) 
XXXili. 60; with Meningitis, (G. 
S. Dixon) xxxiv. 479 

Pansk, R., Otological Experi- 
ments, XxXxiil. 517; Pathology 
of Otitis Acuta, xxix. 385; 
Sense of Equilibrium, xxxiv. 
529; Vertigo, xxx. 381; XxXxi. 
467 

Papuans, Hearing of the, (C. S. 

yers) Xxxi. 283 

Paracentesis, After-Treatment of, 
XXXiil. 220 

Parotid Gland Enlarged, xxx. 238 

Partscu, Highmore’s Empyema 
and the Teeth, xxxi. 13 

Passow, Brain Abscess, xxx. 1; 
‘** Die Verletzungen des Gehoer- 
organs*’ (Injuries of the Ear), 
Notice of, xxxiv. 585; Instruc- 
tion of Deaf-Mutes, xxxiv. 515 

Pathology and Symptomatology, 
Reports on, XxX. 423, 521; XXXi. 
60, 414,; XXXii. 50 229, 477; 
XXXilil. 531; XXXiV. 136, 238, 
Ccs; SEV. ra 163, 265 

PEDERSEN, V. Gas-Ether In- 
haler, xxxv. tba 

Perichondritis, (H. Knapp) xxxi. 
30; (M. Toeplitz) xxxii. 208 

Perisinuous Abscess, (E.Gruening) 
XXix. 396 

Pernicious Anzwmia, Ear Dis- 
eases in, (Schwabach) xxix. 
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Peters, Vertigo, xxxi. 9 
Petrous Cells, (Mouret) xxxiv. 327 
Pharyngeal Knife, (Scheibe) xxx. 

376 
veda ngitis, with Sinus Throm- 
bosis and Meningitis, (C. Tol- 

lens) xxxiii. 487 
Pharynx, Blood-Vessels of, xxxi. 

13; Reports on the, xxxi. 77, 

440; XxXxii. 72; See Nose and 

Naso-Pharynx, xxxv. 85 
Puituirs, W. C., Anomaly . 

Temporal Bone, xxxv. 34; 

chylosis of Incus and rod Po 

xxx. 16; Bacteriological Ex- 

aminations in Otitis Purulenta, 

XXxii. 1; Bezold’s Mastoiditis 

without Rupture of the Memb. 

Tymp., xxxi. 131; Cerebellar 

Abscess, xxx. 85; Closure of 


Phillips—Continued 
Retro-Auricular Opening, xxxv. 
31; Epidemic Cerebro-Spinal 
Meningitis, xxxiii. 306; Indi- 
cations for the Mastoid Opera- 
tion, xxx. 505; Leptomeningitis 
Purulenta, xxxii. 298; Natural 
Dermatization of Middle Ear 
and Antrum, xxxiii. 226; 
Ossiculectomy in Tinnitus, 
Xxxiv. 47; Radical Operation, 
XXXi. 347; Radical Operation 
and Facial Nerve Anastomosis, 
Xxxiv. 128; Skin Grafting, xxxi. 
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Physiology Reports on, xxix. 73, 
207, 329, 474; xxx. 398, 420; 
XXX1. 58, 418; XxxXii. 226, 408; 
XXXili. 140, 325, 329, 525, 532; 
See also under Anatomy. 

Pierce, N. H., Electrolysis of 
Eustachian Tube, xxxi. 289 

PIscHEL, K., Collodion after Nose 
Operation, xxxi. 376; Mastoiditis 
with Lateral Sinus Thrombosis, 
Xxx. 93; Mastoiditis with 
Ocular Paralysis, xxx. 91; Skin 
Flap, xxx. 95 

Plastic Operations, (T. P. Berens) 
XXXll. 297; XXXill. 53 

Pneumococcic Perisinusitis, (E. 
Fridenberg) xxix. 205 

Pout, Auricular Epilepsy, xxxiv. 
346 

Pouitzer, A., Labyrinthine Al- 
terations in Otitis Purulenta, 
Xxxiv. 523;‘‘ Text-Book of Ear 
Diseases,’’ Notice of, Xxx. 277; 
XXXli. 255 

PoLitzER, GRADENIGO, and DEL- 
saux, Acoumetric Formula, 
XxXxiv. 328; Necessity for Study 
in Otology, xxxiv. 325 

Polypi, al of, (Bruehl) 
XXX. 334, 

Pootey, T. RY! Labyrinthine Af- 
fections, XXXii. 27, 158; Mas- 
toiditis with Sinus Throm- 
bosis, xxxii. 460; Osteoma of 
Meatus, xxix. 54; Stacke’s 
Operation, xxxi. 405; Syphi- 
litic Labyrinthine Deafness, 
XXXi. 360 

Posey, W. C., and Wricut, J., 
‘‘A Treatise on the Diseases of 
the Nose, Throat, and Ear,” 
Notice of, xxxii. 76 

Post-Auricular Gland, Abscess 
of, (E. Gruening) xxx. 44 
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‘‘Practical Medicine Year-Book,”’ 
Notice of, xxxi. 85 

Pressure-Probe, xxx. 538 

PreYsINnG, H., Otitic Abscess of 
Temporal Lobe, xxx. 25, 127; 
‘“‘ Otitis Media der Saeuglinge,”’ 
Notice of, xxxiii. 468 

Pyte, E. W., Conservatism in 
Mastoiditis, xxx. 510; One Hun- 
dred Operations in Mastoiditis, 
xxx. 214; Obituary Notice of, 
xxxi. 88, 148 


QUINLAN, J. F., Deformity of the 
Auricle, xxxii. 221; Double 
Mastoid Operation, xxxii. 221; 
Facial Paralysis after Gout, 
xxix. 400; after Operation on 
Mastoid, xxxv. 590; Mastoiditis, 
xxx. 495; Osteosclerosis of the 
Mastoid, xxxii. 299; Postauricu- 
lar Abscess, xxix. 70; Tinni- 
tus, Xxx. 242; Turbinate Opera- 
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Quix, Tuning-Forks for Determi- 


nation of Hearing, xxxiii. 513 


Radical Operation, xxx. 262; 
Xxxi. 151; (T. R. Chambers) 
xxxi. 349; (W. C. Phillips) xxxi. 
405; (T. R. Pooley) xxxi. 405; 
(H. Smith) xxxv. 156; After- 
Treatment of the, (Zur Muehlen 
Xxxii. 118; Blood Clot in the, 
(W. S. Bryant) xxxv. 4098; 
Deformity of the Auricle after 
the, (W. B. Haskin) xxxiv. 538; 
Effect of, on the Hearing, (E. 
B. Dench) xxxii. 243; Facial 
Nerve Anastomosis after the, 
(W. C. Phillips) xxxiv. 128; 
Facial Nerve Injury during the, 
(W. H. Haskin) xxxv. 135; 
Facial Nerve Paralysis after 
the, (E. B. Dench) xxxii. 150; 
(J. F. MceKernon) xxxii. 225; 
for Hysterical Symptoms, (W. 
S. Bryant) xxxv. 400; Hearing 
before and after, (F. Wagner), 
XXix. 260; Indications for, (A. 
Knapp) xxxv. 111; Meningitis 
after, (E. B. Dench) xxxiii. 58; 
(R. J. Held and S. J. Kopetzky) 
XXXV. 531, 570; Modification of 
the, (W. S. Bryant) xxxv. 38, 
398; Perichondritis after, (L. 
M. Hurd) xxxv. 417; Secondary 
Operation for, (A. Duell) xxxii. 


Radical Operation—Continued 
220; Series of Forty, (H. Knapp 
and C. H. R. Jordan) xxxii. 81, 
163; Simulated by Nature, (R. 
Lewis, Jr.) xxxi. 29; Skin 
Grafting after the, (E. Gruen- 
ing) xxxiv. 546; Sutures for the, 
(T. R. Chambers) xxxi. 348 

Rak, J. B., Mastoiditis without 
Perforation of Memb. Tymp., 
XXX1. 352 

RANDALL, B. A., Clinical Anatomy 
of the Eustachian Tube, xxix. 
202; Facial Canal in Five 
Hundred Skulls, xxxii. 463; 
Instruction in Otology, xxxi. 35; 
Traumatic Exfoliation of the 
Labyrinth, xxxi. 402; Varia- 
tions in the Course of the Facial 
Nerve, xXXii. 144 


Reik, H. O., Cardiac Effects from 


Operations on Middle Ear, xxxi. 
401; Tinnitus from Increased 
Tension, XXXli. 461 


REINHARD, Otitis Purulenta from 


Traumatism of Skull, xxxi. 16 


Reports and General Communica- 


tions, xxx. 164, 399, 421 


Reports on the Progress of 


Otology, xxix. 72, 207, 328, 401, 
474; XXX. 57, 164, 264, 398, 
578; XXxi. 58, 247, 417; XXXii. 
46, 226, 301, 403, 475; XXXiii. 
67, 140, 253, 325, 444, 523, 
XXXiV. 54, 133, 234, 352, 423: 
549; XXxv. 48, 161, 259 
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Retro-Auricular Opening, Closure 


of, (W. C. Phillips) xxxv. 31 


Retro-Pharyngeal Abscess, (Kien) 


XXX. 304, 450 


Rhachitis, Color of Bone in, 


(Muck) xxix. 284 


Rhodan, Significance of, xXxxii. 
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Ricuarps, G. L., Bone Curette, 


XXXiii. 123; Epithelioma of 
Auricle, xxxiii. 128; Operative 
Indications in Otitis Purulenta, 
XXxi. 237; Sinus and Jugular 
Thrombosis, xxxiii. 318 


Ricwarps, J. D., Dangers in 


Curetting Jugular Bulb, xxxiv. 
324; Infected Sigmoid Sinus 
and Jugular Thrombosis, xxxiv. 
198, 218, 378; Infective Sig- 
moid Sinus Thrombosis, with- 
out Mastoid Involvement, xxxv. 
42; Internal and Middle-Ear 
Suppuration, 420 
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Ricuarps, W. G., Otitic Cere- 
bellar Abscess, xxx. 179 

Ricuarpson, C. W., Osteomye- 
litis after Otitis Purulenta, 
XXXili. 1, 61; Otitic Brain 
Abscess, XXxii. 451 

Rim InI, E., Otitic Pyemia, xxx. 
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Rinne’s Test, (F. Bezold) xxix. 
374, 453 

Rinne- and Gellé-Tests, Com- 


pared, (G. Bruehl) xxix. 24 
RoepkeE, F., Hysteria with Aural 

Suppuration, xxxii. 292; ‘‘Oc- 

cupation Diseases of the Ear,”’ 


Notice of, xxxi. 158; Otitic 
Abscess of Temporal Lobe, xxx. 


30; Pathology and Treatment 
of Accessory Cavities, xxxiii. 
112 

Rowrer, F., Aural Symptom of 
Hemiglobinuria, xxxii. 448 

DE Ross, E., Obituary Notice of, 
xxxi. 88 

Rostock, Clinique at, (O. Koerner) 
XXXli. 112, 273 

Round Window, (Lucae) xxxi. 7; 
Experimental Closure of, (Blau) 
XXXiv. 525; Function, xxx. 181 

Rvuavu_t, Paratympanic Fistule, 
Xxix. 386 

Rup.orr, P., Adenoid Operation 
with Overhanging Head, xxx. 
199; Nasal Septum in Chrome 
Workers, xxix. 381; Sigmoid 
Sinus in Temporal Bone, xxxii. 
291; Sigmoid Sinus in the Child, 
XXXV. 126 

Rupotry, Traumatic Atresia of 
the Meatus, xxxiv. 504 


Saral, T., Herpes of the Auricle 
with Neuritis of the Facial 
Nerve, xxxv. 529; Post Oper- 
ative Pyocyaneus Perichondri- 
tis of Auricle, xxxv. 121 

Scarlatinal Otitis, (F. v. Gaessler) 
xxix. 443; (C. W. Koller) xxxii. 
60; XXXill. 320 

ScHE1BE, A., Bone Necrosis in 
Otitis Purulenta, xxxii. 433; 
Cause and Pathology of Mas- 
toiditis Complicating Otitis 
Acuta, xxxv. 475; Deafness in 
Furunculosis, xxxii. 290; Laby- 
rinthine Otitis, xxx. 382; Ne- 
crosis of Mastoid in Acute 
Otitis, xxix. 380; Papilloma of 
Nose, XXXi. 12 
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ScHE1ER, Anomalies of Accessory 
Cavities, xxxi. 1 

ScumiptT, C. J. M., dtitis Externa, 
XXX. 113 

ScumittT, A. E., Temporal Bone, 
XXxii. 148 

SCHOENEMANN, Form of Temporal 
Bone and Tympanum, xxxiv. 
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Schools, The Deaf in the, (A. 
Hartmann) xxxiv. 512 

School Children, Deafness of, 
xxxi. 8; Hearing of Seven 
Thousand, xxxi. 421 

v. SCHROETTER, Nasal Anomaly, 
XXXi. 14 

ScHWABACH, A., 
Labyrinth in Deaf-Mutes, 
XXXlii. 507; 2Deafmutism, 
XxXxii. 378; Massage of Memb. 
Tymp., xxx. 283; Otitis in 
Pernicious Anzmia, xxix. 272 

ScHwaBE, H., Tri-Chlor-Acetic 
Acid, xxxi. 394 

ScHWARTZE, Eye Fundus in Pur- 
ulent Otitis, xxxi. 14; Lumbar 
Puncture, xxxi. 7 

Schwartze-Stacke Operation (A., 
B. Sheppard) xxxii. 296 

ScHWENDT, A., Obituary Notice 
of, Xxxii. 336; Sound-Defects in 
Deaf-Mutes, xxix. 152 

Sclerosis, Treatment of Aural, 
(Siebenmann) xxix. 390 

Scopolamin-Narcosis, (k Bloch) 
XXXli. 293 

Semicircular Canals, Diseases of, 
Simulating Mastoiditis, xxxi. 27 

SEmON, Sir F., ‘‘ Thoughts on the 
Principles of Local Treatment 
in Diseases of the Upper Air 
Passages,”’ Notice of, xxxi. 159 

Septum, Reports on Diseases of 
the, xxxiv. 62, 159, 259, 452; 
XXxv. 178, 304; See also Nose 
or Nose, and Naso-Pharynx 
Reports 

Sequestrum with Facial Nerve 
and Canals, (W. H. Haskin) 
Xxxiv. 537; (J. F. McKernon) 
XXXIV. 535 

SHAMBAUGH, G. E., Practical 
Otological Questions Concerned 
with Blood Supply of Inner 
Ear, xxxv. 11; Vessels in Laby- 
rinth of Sheep and Calves, 
xxxiv. 71; Vessels of Mem- 
branous and Capsular Laby- 
rinth, xxxiv. 469 


Anatomy of 





























SHEPPARD, A. B., Schwartze- 
Stacke Operation, XXxii. 296 
SHEPPARD, J. E., Obscure Deaf- 
ness, XXxiv. 314; Parotid Gland, 
xxx. 238; Stricture of Steno’s 

Duct, xxx. 238 
SIEBENMANN, F., Anatomy in 
Deafmutism, xxxiii. 504; Micro- 
scopic Changes in Congenital 
Deafmutism, xxxiii. 506; Laby- 
rinthine Anomalies, xxxii. 290; 
roca cigs of Labyrinthine 
Capsule, xxix. 156; Surgery of 
Aural Sclerosis, xxix. 390; 
Tuberculosus Labyrinthine 
Conditions, xxxiii. 368 
SIEBENMANN, F.,and OPPIKOFER, 
R., Basel Clinique, xxxiv. 287 
Sigmoid Sinus, Close to the 
Meatus, (W. S. Bryant) xxxiv. 
324; Course of, in Temporal 
Bone, (Rudloff) xxxii. 291; 
Distention of, (A. Knapp) 
XXxii. 41; in Children (P. Rud- 
loff) xxxv. 126; Thrombosis of 
the, (A. Knapp) xxix. 70; 
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Richards), xxxv. 42 
DE Stmont, Tubercle-Like Bacilli 
in Otitis Purulenta, xxxiii. 8 
Sinus, Thrombophlebitis of Cav- 
ernous, (C. F. Finlay) xxxii. 419 
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(J. F. McKernon) xxxiv. 229; 
(K. Pischel) xxx. 93; (T. 
Pooley) xxxii. 466; (M. Toe- 
plitz) xxxiii. 222, 237; (F. 
Whiting) xxx. 136; (H. Woods) 
Xxix. 203; after Otitis Acuta, 
C. J. Kipp) xxx. 497; Com- 
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Richards) xxxiv. 198, 218; 378, 
Differential Diagnosis in, ( 
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tive, (P. D. Kerrison) xxxv. 20, 
142; (A. Kna ) XXXV. 203, 
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(W. P. Brandegee) xxxv. 133 

Sinus- and Jugular-Thrombosis, 
(R. B. Kennon) xxxv. 189; 
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Eulenstein) xxxil. 337 
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lips) xxxii. 169 

SmitH, H., Radical Operation, 
XXXV., 156 
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Metastatic Visceral Abscess, 
XXXiii. 87, 123 

Snare, xxxli. 44 
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mary Mastoiditis, xxxi. 378 

Soft Palate, Pharynx, and Buccal 
Cavity, Reports on, xxix. 93, 
237, 420; XXX. 419, 449, 548; 
XXXli. 72, 326; Xxxiii. 81, 264, 
462; xxxiv. 66, 169, 361, 463; 
XXXV. 185 

Solids and Fluids, Vibrations of, 
(Kretschmann) xxxiv. 519 

Sound, Helmholtz’s Theory of, 
(G. Zimmermann) xxix. 343; 
Theory of Conduction of, (G. 
Boenninghaus) xXxXxv. 449; 
Transmission of, in Ear, xxxiii. 
513; Conduction, Theories of, 
(Treitel) xxxii. 385 
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Learning, (A. Denker) xxxiv. 
517 

Sphenoiditis, xxxi. 15 

SPORLEDER, E., Basel Ear Cli- 
nique, XXX. 15 

St. Hrvarre, ‘“ Deafmutism,”’ 
Notice of, xxxi. 158 

Stacke Operation, See Radical- 
Operation 

STANCULEANU and Baup, Aural 
Infection, xxix. 390 
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(F. L. Jack) xxxi. 407 

Stapes, Anchylosis of, (Denker) 
XXxii. 284; (Manasse) xxix. 377 

STAPLER, M. M., Restoration of 
Hearing in Deaf-Mutes, xxx1. 
525 

STARR, M. A., Otitic Intracranial 
Lesions, XXXv. 232 

Steno’s Duct, Fistula of, (V. 
Hinsberg) xxxiii. 512; Stricture 
of, (Sheppard) xxx. 238 

STEPHENS, F. M., Streptococcic 
Temporo-Sphenoidal Abscess, 
XXXiv. 1, 48 

STERN, O., Osteosclerosis of Mas- 
toid, XXXii. 190 

STERN, W., Bottle Tone-Series, 
XXX. 375 
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Accessory Cavities, xxxli. 356 
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XXXili. 30 

SturM and Stuckstorr, Otogen- 
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Knapp) xxxii. 208 
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XXXi. 9 

SucksTorrFF, Leucocytic Count in 
Inflammatory Diseases of the 
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xxxv. 117; Pathology and 
Treatment of Otitis Purulenta, 
XXXii. 426 
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nous Brain-Disease, xxxiii. 12 

Supramastoid Gland in Ear Dis- 
eases, (M. Toeplitz) xxxili. 308 

Suprameatal Spine, (Yearsley) 
XXXIV. 326 


Swain, H. L., Tuberculosis of 
Ear, xxx. 230, 250 

Symptomatology and Pathology, 
Reports on, xxix. 75, 209, 332, 
477; XXX. 165, 265, 400. 

Syncope from Subauricular Pres- 
sure, (E. A. Amberg) xxxii. 278 

Syphilis, Involvement of Eyes 
and Ears in, (H. Wilson) xxxiii. 
217; Pilocarpine in Deafness 
from, (G. Bacon) xxxv. 592 

Syringe, (J. F. McKernon) xxx. 
511 

Syringe for Tympanum, (W. H. 
Haskin) xxxiv. 128 
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Adenoids, xxxiv. 37; Changes 
in the Eye-Ground in Otitic 
Brain Disease, xxxv. 464; Oc- 
currence or Absence of Crossed 
Paralyses and Disturbances of 
Speech in Otitic Suppurations 
of the Brain and Meninges, 
Xxxv. 468; Statistics of Otitic 
Brain Disease, xxxiv. 32 

Temperature, Case of High, (M. 
Toeplitz) xxix. 394 

Temple, Subperiosteal Abscess in 
the, (H. Knapp) xxxv. 495 

Temporal Bone, Anomaly of the, 
(H. A. Alderton) xxxiii. 529; 
(W. C. Phillips) xxxv. 34; Di- 
agnosis of Complications of 
Disease of the, (A. B. White- 
head) xxxv. 427; Drawings of 
the, xxxii. 148; Fracture of the, 
(A. P. Voislavsky) xxxv. 561; 
Primary Epithelioma of the, 
(Sturm) xxxili. 30; Sarcoma of, 
(C. J. Kipp) xxxi. 403; Sar- 
comatous Tumors of the, (J. 
F. Hegener) xxix. 462; Sup- 
puration of, (S. M. Burnett) 
xxix. 1. (Eulenstein) xxxi. 104 
Tuberculosis of the, xxxi. 22; 
with Labyrinthine Disease, 
XXXV. 227 

Temporal Bone and Tympanum, 
Relations between the Forms 
of the, (Schoenemann) xxxiv. 
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Temporal Lobe, Otitic Abscess of, 
(H. Preysing) xxx. 25, 127; (F. 
Roepke) xxx. 30 
Temporo - Sphenoidal Abscess, 
XXXi. 19, 45 
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Temporo-Sphenoidal Lobe, Ab- 
scess of, (J. L. Adams) xxx. 494; 
(R. Lewis) xxx, 491; J. F. Mc- 
Kernon) xxx. 235; Otitic Ab- 
cess in Left, (A. A. Berg) xxxv. 
576 
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T emporo-Sphenoidal Streptococ- 
cic Abscess, (R. Lewis, Jr.) 
xxxiv. 7, 48; (F. M. Stephens) 
XXXIV. I. 

THEOBALD. S., Common Sense in 
Aural Surgery, XXXii. 160; Pre- 
vention of Mastoiditis, xxxi. 
402 

THOMSON, St. Crarr, “ The Cere- 
bro-Spinal Fluid,’’ Notice of, 
Xix. 100 

Tuomson, W. H., Ear Diseases 
and the Practitioner, xxx. 45 

Thrombosis, Ligation of Jugular 
in Septic, (E. B. Dench) xxix. 471 

Tinnitus, xxx. 242, 251; (T. p. 
Berens) xxix. 63; Electrolysis 
in (J. F. McKernon) xxix. 394; 
from Aneurism of Occipital 
Artery, (Muck) xxxii. 130; 
from Intratympanic Pressure, 
(H. O. Reik), xxxii.|461; Musical 
Notation of, (J. A. Spalding) 
XXXii. 263; Objective, xxxi. 31; 
(C. Friedmann) xxxv. 385; Os- 
siculectomy for, (W. C. Phillips) 
xxxiv. 47; Thiosinamine in, 
(S. McCullagh) xxxiv. 212 

Tobacco and the Hearing, (Delie) 
XXXiV. 334 

Torpiitz, M., Cholesteatoma of 
Middle Ear and Mastoid, xxxiv. 
533; Education of Deaf Chil- 
dren, Xxxili. 129; Exfoliation 
of the Cochlea, xxxiii. 223; Ex- 
tradural Abscess, xxxiii. 311; 
Hemorrhage after Tonsillotomy 
Xxxii. 297; High Temperature, 
xxix. 394; Medico-Legal Cases, 
xxxiv. 46; Ossiculectomy, xxxii. 
23; Otitic Pyzemia, xxix. 55; 
Perichondritis, xxxii. 208; Sinus 
Thrombosis, xXxxXiii. 222, 237; 
Supramastoid Glands in Ear 
Diseases, xxxiii. 408 

ToLutEeNs, C., Pharyngitis Fol- 
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XXXili. 487 
Tones, Simultaneous, (Dennert) 


xxx. 379; Set of Bottles for 
Testing, (W. Stern) xxx. 375 
Tones and Speech, Hearing of, 
(Luce) xxxii. 287 
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Tonsil, Calculus of the, (P. 
Kayser) xxx. 376; Congenital 
Fibrolipoma of (Zolki) xxxv. 
123;Enlarged, xxx. 239; Hist- 
ology of Pharyngeal, (F. Wex) 
xxix. 437; Infection after Re- 
movalot, (Kobrack) xxxiii. 515; 
Pharyngeal, xxxii. 469; 
Gradle) xxxii. 422; Secondary 
Hemorrhage from, (M. Toeplitz) 
XXXil. 297 

Tonsillotomy, Hemorrhage after, 
XXXi. 441 

Torticollis, after Mastoid Opera- 
tion, (A. B. Duel) xxxv. 414 

Tragus, Epithelioma of, (Horn) 
XXXi. 523 

Transilluminator, Accident with, 
(Delavan) xxxiii. 240 

TRAUTMANN, Prof., 
Notice of, xxxi. 280 

TREITEL, L., Carcinoma of Ear, 
xxx. 189; Theories of Sound- 
Conduction, xxxii. 385 

Tri-Chlor-Acetic Acid, (H. 
Schwabe) xxxi. 394 

Tropics, Ear Affection in the, 
(Mueller) xxxiv. 502 

Tubercle-Like Bacilli in Otitis 
Purulenta, (A. De Simoni) 
Xxxili. 8 

Tuberculosis, of the Ear, xxxi. 181, 
356; (L. Hegetschweiler) xxxiii. 
36; (Moxter) xxxii. 292; (H. L. 
Swain) xxx. 230; of the Mas- 
toid, (Henrici) xxxiv. 527; of 
the Middle Ear, (L. M. Hurd) 
Xxxiv. 311; of the Petrous 
Bone, (é Brieger) xxx. 376; 
of the Temporal Bone, xxxi. 22 

Tumors of Ear, xxx. 175; XXXvV. 
177, 299; See also Nose or Nose 
and Naso-Pharynx. 

Tuning-Forks, Determination of 
Hearing by. (Quix) xxxili. 513; 
Incorrect Deductions from Ex- 
periments with, (G. Zimmer- 
mann) xxxv. 222; Stand tor, 
(E. B. Dench) xxix. 67 

Turbinates, Operations on, with 
EarSymptoms, (Quinlan) xxx. 42 

TURNBULL, L., Obituary Notice 
of, xxix. 486 

TuRNER, L., ‘‘Accessory Sinuses 
of the Nose,’’ Notice of, xxx. 
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(Kretschmann) xxxii. 291 ; 
Caries of, (Krebs) xxxiv. 531; 
Exenteration of, xxxi. 425 
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(A. B. Duel) xxxv. 497; Otitis 
and Mastoiditis in, (E. Gruen- 
ing) xxxv. 38; Simulation of 
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XXXV. 230 


UcHERMANN, Otitic Brain Ab- 
scess, XXxiii. 416 

United Kingdom, Otological So- 
ciety of, Reports and Transac- 
tions of, xxx. 132, 262, 452; 
XXXi. 17; XXxii. 78 

URBANTSCHITSCH, VON, Methodic 
Hearing-Exercises, xxix. 393 


Vapor Apparatus, (Berthold) xxx. 
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Vertigo, (R. Panse) xxx. 381; 
xxxi. 467; from Eustachian 
Occlusion, (W. P. Brandegee) 
Xxx. 205; in Eye Diseases, 
xxxi. 9; Operation for, (A. 
Knapp) xxxiv. 131; Traumatic, 
XXXi. 151 

Vestibule, Nerve of, (Biehl) xxx. 


379 

ViERECK, Ligation of Internal 
Jugular, xxix. 378 

Vioform Gauze, (Eschweiler) 
XXXii. 293 

Voistawsky, A. P., Fracture of 
Temporal Bone, xxxv. 561 

Voss, F., Abscess of Temporal 
Lobe, xxxiii. 491; Cerebellar 
Abscess and Sinus Thrombosis, 
xxxiv. 507; Differential Diag- 
nosis in Otitic Sinus Throm- 
bosis, xxxv. 550; Encephalitis 
with Otitis Media, xxxli. 202; 
Hysteria in Ear Diseases, xxxi. 
304 

WacGNne_R, Hearing before and after 
Radical Operation, xxix. 260 

WAKEFIELD, A. E., Otitic Com- 
plicated Brain Abscesses, 
XXXili. 273 

Watton, G. L., Aphasia, xxxi. 49 

WANNER, V., Bone Conduction 
after Traumatism of Skull, 
xxix. 375; Deafness of the 
Feeble - Minded, xxxiii. 516; 


Examination in Labyrinthine 
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Wet, O., Otogenous Pyemia 
xxix. 378 
WERTHEIM, Frontal Sinusitis,xxx, 
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Wex, F., Histology of Pharyngeal 
Tonsil, xxix. 43 

Whale, Ear of, Ubconsineheus) 
xxx. 379; Ear of, and Conduc- 
tion of Sound, xxxiii. 196 


Whispers and Tuning-Forks, 
Hearing for, (Quix) xxxiv. 
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WHITEHEAD, A. B., Diagnosis of 
Complications of Temporal 
Bone Disease, xxxv. 427 

Wuitinc, F., Abnormal Mastoid 
Cells, xxxi. 24; Encephaloscope, 
XXiX. 57; XXXii. 44; 456, XXXIV. 
203; Incudectomy, xxix. 57; 
Mastoid Dressings, xxx. 498; 
Pneumonia in Otitis Acuta, 
Xxxiv. 125; Sinus Thrombosis, 
xxx. 136; Surgical Pathology 
of Mastoiditis, xxxili. 317; 
“The Modern Mastoid Opera- 
tion,’’ Notice of, xxxiv. 172; 
Thrombosis of External Jug- 
ular Vein, xxxv. 228 

WIENER, A., Brain Abscess and 
Mastoiditis, Following Trauma- 
tism, xxxv. 340; Hysteria Sim- 
ulating Brain Abscess after 
Secondary Mastoid Operation, 
XXxv. 346; Treatment of Middle- 
Ear Diseases and Complications, 
XXxiv. 183, 221 

v. Wi.p, Frontal-Sinus Em- 
pyzema, xxxi. 297 

Witson, F. M. Facial Paralysis, 
XXix. 396 

Witson, H., Multiple Sinus 
Thrombosis, xxxi. 443: Otitic 
Leptomeningitis, xxix. 60; Pur- 
ulent Leptomeningitis, xxxi. 
336; Sinus Empyzema, xxxi. 
149; Syphilis of the Ears and 
tee XXxii. 217; Tumor of the 

eatus, Xxx. 138; Xxxiii. 59 

WINCKLER, Accessory Sinuses, 
Xxxi. 11; Mastoid Operation 
with Antrectomy and Meato- 
plasty, xxxiii. 509; Middle-Ear 
Operations, xxxi. 10; Osteo- 
plastic Exposure of Frontal 

* Sinus, xxxiii. 510 

WITTE, Otitic Brain Diseases, 
XXixX. 297. 

Witte and Sturm, Otogenous 
Brain Disease, xxx. 482. 
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Woop, H., Nasal Fibroma, xxxiii. 
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Woops, H., Septic Sinus Throm- 
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xxix. 290; Facial Nerve in Ear 
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Theory of Sound, xxix. 343; 
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Sound-Conducting Apparatus, 
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LA SUCCE DANEUM FOR MORPHIA: 


—=- Antikamnia 


| OPPOSED TO PAIN. : 


GUARANTEED! 


HE new Pure Food and Drugs Act requires all manufacturers to sell 

their products under a guaranty, and a general guaranty should be 
filed in the office of the Secretary of Agriculture at Washington. 

The following is a copy of a letter issued from the Department of 


Agriculture to us: d 
DEPARTMENT OF AGRICULTURE 


Office of the Secretary 
WASHINGTON 



















November 1, 1906. 






The Antitkamnia Chemical Company, 
St. Louts, Mo. 

Gentlemen :— =>) 
Your guarantee as to the character of the materials manufactured 

and sold by you, given tn accordance with Circular 21 of thts office, has 

been received, found to be in proper form and ts regularly filed. 

serial number attached thereto is No. 10. 

eames 
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M. HAYS, Act. Sec’y. 
















All Antikamnia Preparations are sold under this guaranty and our 
Serial No. 10 appears on every package sold under the new law, thus 
assuring the medical profession of the absolute reliability of these 


phormaceusicat®* THE ANTINAMNIA CHEMICAL CO., 8°: 4p¥,™°-. 


















Dr. Myles Cutting Instruments for 
the Sphenoid and Ethmoid Sinuses 


Catalogue No. 7452. 


YT 


The Fifth Edition of our Eye, Ear, Nose, and Throat Catalogue 
is ready and will be mailed on receipt of 10 cents in stamps to 
cover postage. 
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Eye, Ear, Nose, and Throat Instruments 104 East Twenty-Third Street 


Ophthalmologcial Apparatus, X + Ray 
and High-Frequency Outfits. NEW YORK 




























Sodium salt of the sulphonic acid of a synthetic sulpho oil, containing 10 per cent. 
: sulphur organically combined. 


The one soluble sulphur 
. Hi | G N QO | compound that is odorless 
on use. Antiphlogistic 


and antipruritic with 

Roche decided anodyne and anti- 

Septic actions; non-ir- 

ritant to the mucosae. Successfully employed in atrophic 

rhinitis ozena acute and chronic otitis media, eczema of concha, 
blepharitis. 


Bismuth oayiodogallate. 


Fully replaces iodoform, as a siccative 
antiseptic, but is odorless and three times 
as bulky; non-toxic and non-irritant 


R h Employed in corneal ulcers, trachoma- 
ocne hypopyon keratitis, blennorrhea neona- 


torum, abscesses. 





For samples, with Monograph and Formulary, cut out this ad., and mail it, 
with your name and address, to 


The Hoffmann-LaRoche Chemical Works 
51-53 Maiden Lane, New York 








Instruction in Ophthalmology, Otology, and Rhin- 
ology is given at the New YorK OPHTHALMIC AND 
AuRAL INsTITUTE, 44 and 46 East Twelfth Street, 
the whole year, in Dispensary and Hospital Clinics, 
and practical courses in functional and physical ex- 
amination, operations, histology, bacteriology, applied 
physiology, and topographical anatomy of the organs 
of sight, hearing, and smell. 


For particulars apply to 
HERMAN Knapp, M.D., 
26 West Fortieth Street, New York. 
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To the Medical Profession 


G. P. PUTNAM’S SONS cordially invite the Medical 


Profession, when in their vicinity, to call and examine their large 





and well-assorted stock of Medical and Surgical Works. In 
addition to their own publications they keep on hand the publi- 
cations of the leading medical publishers. 

New books are added as soon as issued. Books not on 
hand procured at short notice. 

[== Importation of medical books a specialty. 


Correspondence invited. Catalogues mailed on application. 


27 AND 29 WEST TWENTY-THIRD STREET, 
NEW YORK. 


ENGRAVING AND STATIONERY. 


A large number of people who reside at a distance from the principal cities, 
not understanding the facility and accuracy with which orders for Engraving 
and Stationery can be filled through the mails, are obliged to content themselves 
with a very inferior grade of Stationery, and of Engraving and Printing, when. 
by sending their orders to head-quarters, they can have the same executed at 
moderate prices and in a thoroughly artistic manner. In the extensive 
Stationery Department of Messrs. G. P. PutNam’s Sons, Original Designs 
for Monograms, Crests, and Coats-of-Arms are furnished for stamping on note 
and letter paper. Visiting Cards, Wedding and Reception Invitations are 
engraved and printed in the correct style, while their exceptional facilities 





. enable Messrs. PUTNAM to execute all such work at the lowest prices that 


are consistent with a high standard of excellence. 

Their stock of Fine Writing Papers is extensive, and contains all the latest 
novelties, many of the same being specialties manufactured exclusively for their 
Retail Department. Messrs. PUTNAM are now conducting an extensive trade 
through the mails, and are in a position to supply the wants of their customers 
promptly, intelligently, and economically. They furnish estimates and samples 
for every description of engraving and printing. 


Cc. P. PUTNAM’S SONS 


27 and 29 West 23d St., New York. 24 Bedford St., Strand, London, 











PAPAYANS BELL 





Papain, Willow Charcoal, Sodium Bi-Carbonate, 


are stocked by druggists in bottles of one 
hundred tablets. They are delivered to 
physicians and druggists, only, at fifty 
cents per hundred. The dose is two 


tablets, with water, before meals. 


They remove indigestion. Trial is proof. 








Bell & Company (Inc.) 68 [Murray St., N. Y. 














